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MANUAL FOR DISTRICT TUBERCULOSIS OFFICERS 
l. PURPOSE 


This manual is meant to enable a District Tuberculosis Officer(DTO)/D 
— . . eputy 
Chief Medical Officer(TB) to carry out his responsibilities efficiently with regard 
to the District Tuberculosis Programme (DTP). Programme performance will 


depend upon the deligence with which the manual is followed 
are enforced. ollowed and the procedures 


: 

The manual would meet most of the requirements. However, a DTO may 
occasionally have to find solutions to problems of local importance on his own 
initiative, but this should be done within the frame work of the DTP principles. 
As a team leader, the DTO is responsible for the overall functioning of DTP, for 
which he has been trained adequately at the National Tuberculosis Insntitute (NTI). 
This notwithstanding, there is no substitute for hard work, patience, attention 
to detail and tact in dealing with people. A change of attitude - from the largely 
clinical to the essentially public health and from individual medicine to community 
_ medicine - is necessary in the DTO to obtain willing co-operation from his staff 
and others for the satisfactory functioning of DTP. 


A glossary of terms used in DTP manuals is given in Appendix I. 
2a DUTIES AND RESPONSIBILITIES 


The major duties of DTO, in respect of manegerial and clinical functions 
in DTP, are listed below. The clinical duties at the District Tuberculosis 
Centre(DTC) form only a part of his overall responsibilities. 


2.1 Menagerial 
(a) Planning of DTP. | 
(b) Enlisting co-operation and support of Chief Medical Officer of Health 
(CMOH)/District Health Administrators, general heelth staff, private 


medical practitioners, community leaders and area voluntary organisations. 


(c) Implementation, including training of untrained staff of DTC & Peripheral 
Health Institutions (PHIs) in DTP procedure. 


(d) Supervision of DTP - DTC and PHls - and giving guidance to staff of General 
Health Services (GHS). 


(e) Co-ordination between different sections of DTC and between DTC and 
PHIs. 


(f) Procurement and distribution of equipment and supplies. 

(g) Maintenance of District Tuberculosis Case Index and other records & 
timely submission of DTP Reports to the State Tuberculosis Officer(STO), 
the Director, NTI and to other officers of the Central/State Government, 
if required. 


(h) Drawing and disbursement of pay of staff of DTC and general administration 
in DTC. 


(i) Public Relations 


(j) Health Education 


2.2 Clinical 


‘ 


a) Selection of symptomatic out-patients for X-ray and sputum examination.” 
\ 


(b) Reading of X-ray films. 

(c) Disposal of out-patients attending the Clinical section and putting 
tuberculosis patients on appropriate chemotherapy. . 

(d) Motivation of tuberculosis patients to ensure adequate chemotherapy. 


3. DISTRICT TUBERCULOSIS CENTRE 


For DTC building and the other particulars see "Introduction to DTP". 


\ 
*'4 


3.2 Staff 


| DTC staff consists of 6 key programme workers, specially trained at the ~ 
National Tuberculosis Institute and other supporting staff as under: fee 


1. District Tuberculosis Officer(DTO) - 1(NTI trained) 


2. Second Medical Officer tt 

3. X-ray Technician (XT) i(NTI trained) 

4, Laboratory Technician (LT) 2(NTI trained - i) 

5. Treatment Organiser (TO)- Health 2(NTI trained - 1) 
Visitor 

6. Statistical Assistant (SA) | i(NTI trained) 

7. Clerk 1 

8.Driver 1 

9. Class IV employees d(Including one for 


dark room and one 
for laboratory) 


Total id 


The duties and responsibilities of the key para-medical staff are given 
in the respective manuals. . 


3.1.1Allocation of work 


__ The above staff pattern is the minimum. It is considered that unless the 
minimum staff is provided, Satisfactory functioning of DTP is not Possible. If 
the work load demands, more workers may have to be appointed. A 
Pharmacist/Compounder could be provided in DTC, when necessary. The complete 
team of 6 NTI trained key personnel should always be posted at the DTC. The 
second medical officer and other para-medical Personnel, not trained at the NTI, 
perform their duties as laid down by the DTO, after they have been trained by 

€s and responsibilities are similar to that of the NTI 
y are not normally required to tour the districts for training 
PHIs. They function only at the DTC. Since each DTC worker 


overall guidance and control of the DTO, they sh illing 
oul 
Ssigned to them under the DTP. : : ee 


or for supervision of 
functions under the 
discharge any duty a 


3 


3 When an NTI trained key staff is either not posted or is temporarily absent 
on account of leave,his work has to be done by another key staff. The training 
given at the NTI is multipurpose i.e., the TO is also trained in sputum examination 
and preparation of reports, etc. and the LT in treatment organisation. The DTO, 
therefore, adjusts duties of the available trained staff in such a manner that all 
DTC sections and the DTP in general continue to function normally. The DTO 
should see that those working in the Laboratory/X-ray/Treatment sections are 
properly trained for the routine DTC duties, thus freeing the key staff to organise 
and supervise the programme in the rest of the district. 


The duties at DTC and supervision of DTP are equally important and need 
the same attention from DTO. An efficiently working DTC but poorly developed 
PHis cannot bring credit to the DTO and his team. Therefore, PHIs should not 


be neglected. | 
3.2 Sections of DTC 


The following eight sections should be established and preferably made 
functional before implementation of PHIs is begun. The sections are not 
independent but work ig’ close ccli:baration with each other,: under :the -overall 
guidance of DTO. The DTO should not delay implementation of PHIs if X-ray 
section has not started functioning. 


The sections and their functions are given below: 


3.2.1 Registration section 


The registration section functions from the clinical section. In DTCs where 
a separate section is established, a clerk may carry out the following: 


(a) Registration of all out-patients in the OP Register; TB patients reporting 
for subsequent drug collection are also registered in the same register. 
After registration, the out-patients selected for X-ray examination are 
directed to X-ray section with an Out-patient Slip or the Referring Slip 
brought from PHIs. 


(b) Directing out-patients who report to obtain result of X-ray examination 
to Laboratory Section for sputum examination, 


{c) Directing tuberculosis patients who report to collect drugs to Treatmen 
section. | 


(d) Sending the 8th day X-ray Case-finding Registration Form (CFRF) and 
the Referring Slips to SA, after X-ray reading is over and out-patients 
have been disposed of. 

3.2.2 Clinical section 


® } 
ia) Reading of X-ray films, physical examination with a view to arrive at a 
diagnosis and disposal of out-patients. 


(b) Starting of Treatment Cards for new tuberculosis patients diagnosed on 
the basis of X-ray and/or sputum result and for patients of extra-pulmonary 
tuberculosis diagndsed clinically..: :°. prescribing suitable drug regimens 


(c) Taking history of previous treatment, prescribing suitable drug regimens 
and entering the information on Treatment Cards: 


(d) a oe oif new tuberculosis paptients. 


(e) 


(b) 


— 


{Cc 


(d 


— 


\e) 
(f) 
(g) 
(h) 
3.2.4 


(a) 
(b) 


(c) 
(d) 


(e) 
if) 
3.2.9 
(a) 
(b) 


(c) 
(d) 


~~ 


Ve 


(f) 


4 


i a ination 
id tuberculosis patients after follow-up exam ; 
” stoppage of treatment or continuation of treatment 


ee 


Review of treatment of 
change of drug regimen, 
(prolonged treatment). 


X-ray section 


i -patients i ients sent for 
istration of selected out-patients and tuberculosis patien 
rat jada examination on X-ray CFRF by XT; when there is a registration 

clerk, he may register on X-ray CFRF also. 


Taking of photofluorograms and processing of X-ray film rolls. 


Directing out-patients and tuberculosis patients reporting for followup 
toldoratory section, if applicable, after X-ray has been taken. 


Arranging the exposed and old X-ray films for reading by DTO. 
Filing of exposed films. : 

Stocking adequate quantities of X-ray films and chemicals. — 
iatditenntice of X-ray Log book. 


Preparation of report on condition of X-ray unit(RCXU). 


Laboratory Section 


Registration of out-patients and tuberculosis patients attending for sputum 
examination on sputum CFRF. 


Examination of sputa by direct microscopy and entering the results on 
the relevant forms. ; 


Directing out-patients to Clinical Section/Home, after examination is over. 


Stocking of adequate quantities of reagents, chemicals, sputum cups, 
glassware and slides for the entire DTP. 


ibe - wie *% i” o ma & 


Proper disposal of ‘infected material and glass slides. | 
Maintenance of microscope and its accessories. 
Treatment Section 

Motivation of tuberculosis patients. 


Maintenance of Treatment Cards, Treatment Box, Book of Treatment Cards 
(BTC) and Master Book of Treatment Cards (MBTC). 


Drug distribution 
Taking of defaulter actions on time. 


Timely preparation and submission of Part II of Monthly Report on 
Tuberculosis(MRT). | 


ate of adequate quantities of anti-tuberculosis drugs for the entire 


3.2.6 
(a) 
(b) 


(c) 
(a) 
(e) 
(f) 
(g) 
8.2.7 
(a) 


(b) 
4, 


DTP. 
(a) 
(b) 
(c) 


(d) 


Statistical Section 


Maintenance of District Tuberculosis Case Index. 

Receipt of CFRFs from DTC, MRTs from DTC ‘and PHIs, allotment of 
Case Index Numbers to newly cdizghcoed tuberculosis patients and intimation 
of Case Index Numbers to DTC/PHIs. 

Compilation and despatch of DTP reports. 

Maintenance of charts, maps, etc. 

Stocking adequate quantities of cards and forms. 

Send Referring Slips to TO after entering Case Index Number. 


Proper filing of all the records and reports. 


Administrative section 


Routine office work, all correspondence for indenting and procurement 
of drugs and supplies including submission of the Six Monthly Drug Utilisation 
Statement to DGHS, etc. 

Maintenance of'stores, stock registers and issue of supplies. 

PERIPHERAL HEALTH INSTITUTIONS 


Health institutions of the following kinds are available for inclusion in 


District and Taluk/Tehsil Government General Hospitals(GH). 
Primary Health Centre (PHC). 


Tuberculosis Clinics other than DTC and out-patient departments of 
Tuberculosis Sanatoria and Hospitals. . 


All kinds of dispensaries, health units, other hospitals and health institutions 
including those managed by the Employees' State Insurance Scheme, local 
bodies, religious missions, voluntary organizations and private charitable 
societies (D & OH). a | 


It is important that only such health institutions are selected as are under the 


charge of qualified medical officers, including physicians of Ayurvedic and other 
recognised systems of medicine. Those are called implementable health institutions. 
After implementation they become Peripheral Health Institutions(PHIs) of three 
categories. | 


4.1 Categories — 


PHIs are categorised as under, depending upon the facilities each provides 


for the purpose of DTP; 


(a) 


X-ray Centre (XC) ... Offering X-ray as well as direct 
microscopy examination and 
treatment 


... Offering direct microscopy 
oy) <Miesencyy OST see examination and treatment 
Preparing sputum smears for 
direct microscopy examination 
at the nearest MC and offer- 
ing treatment 


(c) Referring Centre (RC) ane 


Note: An XC may have equipment and staff similar to that of DTC(8.4). 
4.2 Functions 
PHIs are responsible for the following functions: 


Case-finding by direct microscopy or X-ray examination followed by direct 
microscopy amongst "symptomatics" (out-patients) attending PHIs. 


— 


(a 


(b) Treatment of tuberculosis patients, taking of defaulter actions for those 
who interrupt treatment prematurely. . “sp 


(c) Maintenance of Treatment Cards, other records, preparation and submission 
of MRT to DTC in time. a8 


(d) Referring sputum negative "symptomatics" (out-patients) to DTC or nearest 
XC for X-ray examination or sputum smears to MC for microscopy. 


os BUDGET FOR DISTRICT TUBERCULOSIS PROGRAMME 


The DTP budget should provide expenditure on account of salaries,travelling 
and other allowances of the staff. In addition, it should include recurring 
expenditure on: drugs, equipment, sputum cups, stains, reagents, micro slides, 
petrol, oil and lubricants for vehicle and contingencies like stationeries, cards, 
forms, postage, etc. The budget estimate for a DTP would vary from state to 
state because of differences in pay scales, current allowances and travel rates, 
rent for building, if hired, assistance given by the Central Government and 
fluctuations in prices, etc. 


6. EQUIPMENT AND SUPPLIES 


The details of equipment and supplies are given in the respective manuals. 
Briefly, the needs are: 7 | 


6.1 ForDistrict Tuberculosis Centre 


I. A static mass miniature X-ray machine including dark room accessories, 
laboratory equipment for direct microscopy, refrigerator and one vehicle are 
necessary. These are procured either from the Central or the State Government 
depending upon the pattern of assistance and provisions under the Five Year Plan(s). 
The Government of India.generally supplies anti-tuberculosis drugs and a limited 
quantity of X-ray films. The State Governments are responsible for providing 
items such as filing cabinets, boxes for Cross Index Cards and Treatment Cards, 
furniture, work benches, cards and forms, sputum cups, glass slides, reagents and 
chemicals, trays and racks for microscopy, at DTC and PHIs. The list of furniture 
for DTC sections is given in Appendix II. 


_ _, The vehicle is for the DTa and his key staff (generally TO and LT). It 
is given for DTP work. It should be made freely available to the staff for field 
work for promotion of DTP and should not be kept or used at DTC only. 
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It is the responsibility of the state government to maintain all the equipment 
and vehicle. 


6.1.1 Prerequisites for release of central assistance 


Before the request for release of central assistance is made, the following 
criteria should be fulfilled. 


(a) The DTP should have beg¢n sanctioned by the state government 


(b) .. DTC building with at least 5 to 6 rooms should be available (see 
"Introduction to DTP") with three-phase power supply line terminating 
in the X-ray room; a certificate to that effect from the Executive 
Engineer/Assistant Engineer (Elec) has to be furnished. 


\c) & complete team of NTI trained key programme personnel is either in 
position or has been deputed for trainings pera 

(a4) A post of driver is sanctioned and specific iuieat provision is made for 
expenditure on petrol, oil and lubricants; the driver may be appointed only 
after the vehicle has been received. 


(e) The DTO and his DTC team have been authorised to tour the district in 
order to organise and BIREEHIAS » aghait PHIs on behalf of,.the district health 
administrator. ‘| 


The request for release of equipment and other central assistance has to 
be sent to the Adviser in Tuberculosis in the DGHS through proper administrative 
channel. It is not necessary that all equipment be requested for at one time; X- 
ray equipment may be asked for:later when the X-ray room is ready, while 
laboratory equipment and vehicle can be requested for together. In order to 
expedite the release of equipment. by the DGHS, the DTO may endorse a ‘copy 
of the same to the DGHS at the time of sending the aaa to the STO/Assistant 
Director of Health Services(TB). 2: 


ta P = rar 


6.2 For Peripheral Health Institutions 


6.2.1 For Primary Health Centres _ 


All the PHCs are entitled to get & a UNICEF ° microscope from. the. DGHS 
under the Community per eiests programine, after fulfilling the prescribed 
_ criteria of eligibility. _ 3 


6. 2.2 For Government Hospitals, Dispensaries and ee Seiittei 


: It is “Likely that some GHs and D & OHs are already equipped with 
microscopes. Some may even have X-ray facilities. However, additional 
microscopes may have to be procured for institutions that need microscopes but 
are not otherwise entitled os 0 


Se Prerequisites for additional microscopes 


DTO should justify the need for additional microscopes on the basis. of 
(i) the number of out-patients attendance, (ii) availability of suitable space for 
microscopy, (iii) availability of a microscopist and (iv) importance of the PHI 
under the DTP (6.2.2). Microscopes supplied by the Central Government for 
particular PHIs should not be transferred to other PHIs without prior approval 
of the DGHs. 


6.3 BCG Kits and Vaccine is 


ae used by male and female Multipurpose Workers (MPWs) 

are to Mee ee led Westie governments. Periodic eplacaiheat 0 eo 
d needles is to be done. to maintain the BCG vaccination service. The 
ee cceats of BCG vaccine is made by the Central Government from its BCG 
Laboratory at Guindy, Madras, through State Health Services, at district level 


by District Health Officer or DTO. 
7. PROCEDURES FOR MANAGERIAL FUNCTION 


The managerial activity under the DTP involves a number of tasks performed 
in _ different sections of DTC (and in the field) by DTO, assisted by his team. 


7.1 Planning of DTP . 


DTO draws up a comprehensive plan. before embarking on implementation 


s 


of DTC and PHIs for case-finding and treatment. 


7.1.1 Enlisting local administrative support We 


DTO begins planning with a meeting with the seniormost health administrator 
in the district (Chief Medical Officer of Health/Civil Surgeon/District Medical 
& Health Officer), who is normally his immediate superior. Without DTP being 


_ officially sanctioned, its planning should not be started. 


The problem of tuberculosis in the district, the outline of DTP and how 
DTP activities would benefit the people should be discussed at this meeting or 
meetings. It should be possible for the DTO to convince the CMOH/DM & HO, 
to enlist his supporot and to have a circular letter issued from: his office under 
his signature explaining the purpose and procedures of DTP to the health institutions 
under his control. The draft of such a letter is given in Appendix III, it could be 


Suitably modified to suit local conditions. 


7.1.2 Planning for DTC 


DTC being the pivot of DTP, planning for its: impolementation is taken 
up first. All the needs of the DTC are listed. According to local conditions, a 
time table for their procurement/achievement is drawn up in consultation with 
the DHO/DMO. The requirements of building, staff, and equipment have already 
been described above and in the Introduction to DTP. In arranging their 
procurement, the DTO plans in such a way that their arrival is. co-ordinated. so 
that the DTC starts functioning on the expected date as fully as possible. If that 
is not possible, then the DTC should start working with the most essential i.e., 
the Statistical, Laboratory, Clinical and Treatment Sections. | 3 


+4 


7.1.2.1 Procurement of equipment 


On receipt of request from the STO/Assistant Director of Health Services 
(TB) (ADHS), the DGHS releases the equipment and supplies through the Medical 
Stores Depot(MSD) of the area, under intimation to the DTO. The DTO should 
then get in touch with the MSD concerned and take all necessary steps to get 
the consignments insured and transported safely to the DTC. On receipt of the 
consignments,the DTO should complete and return the proforma, accompanying 
the consignments, to the DGHS, . | | 


_At the time of unpacking the consignments, XT/LT/Driver: are asked to 
note down the discrepancies .and/or damages in equipment and supplies received © 
from MSD. On that basis, DTO shall draw up 4 report and send it immediately 
to the DGHS with copies to the ADHS(TB) and the MSD concerned. In case of 
supplies received from the State Government, only the ADHS(TB) need be addressed. 


9.1.2.2 Indenting of Supplies 


The procedures for indenting for drugs. and X-ray films are explained in 
Appendix IV. Follow the instructions strictly. 


BCG vaccine, equipment and other supplies (replacement of unserviceables 
are to be indented and procured through the State Health Organizations, if asked. 


The indenting procedures for items of supply falling within the purview 
of the State Government would be as per the respective States’ procedures. The 
requirements of laboratory reagents and chemicals will be calculated by LT and 
those of cards and forms by SA. : 


ee ; 
: 


7.1.2.3 Stocking of Supplies 


Procuring adequate stocks of drugs, X-ray films, cards and forms, reagents 
and chemicals, etc. during planning (and later during maintenance) is one of the 
primary responsibilities: of DTO. The stocks received from any source must be 
entered in a stock book and’ stored in: one place. The DTC clerk maintains the 
stock register and issues the supplies. The respective para-medical staff are 
responsible fer sub-stocking of the items used by them, SA being responsible for 
cards and forms. While stock of all the supplies is kept centrally, X-ray films 
and BCG vaccine are stored in 4 refrigerator. ho | 


Phe DTO should personally review the stack position before taking up 
implementation (7.2) : eee ; 


1.1.2.4 Distribution of Equipment and Supplies 


Equipment and supplies should be distributed to respective sections of DTC 
and to PHIs under DTOs instructions. The DTO should guide the XT and Firm's 
X-ray Engineer on the quality of photofluorograms preferred by him so that they 
can make suitable adjustments in the X-ray unit. Such guidance would be necessary 
not only at the time of initial installation but also when the unit is readjusted 
after repairs. 


7.1.3 Planning for PHIs 


After DTC has been implemented (7.2.1), DTO proceeds with the planning 
for implementation of PHIs. 


7.1.3.1 Data Collection and Public Relations 


. Collection of data required for planning and establishment of public relations 
must precede actual implementation. The DTO (with a copy of the circular letter, 
7.1.1) meets the District Collector, medical and health officers in the headquarters 
town, secretaries of the district branches of the Indian Medical Association and 
the Tuberculosis Association, district and municipal health office staff, Zilla 
Parishad members, social welfare organizations, health voluntary bodies, etc. 
At those meetings the broad outline of DTP and the benefits envisaged for the 
population are explained. The required data in the form of maps, information 
about roads, local festivals and harvests, demographic details and the district 
census book, general beliefs, customs and attitudes of the people, number and 
location of health institutions, are collected. At one or several meetings of the 
Indian Medical Association the details about the service offered for tuberculosis 
are discussed with the general physicians and private medical practitioners. By 
stressing that the programme has full official backing and can succeed only through 
public participation, DTO tries to enlist the support of all concerned, including 
those at the taluk and block levels. es 


10 


7.1.3.2 Survey of Medical and Health Institutions 


instituti PHIs) in the district 
implementable health institutions ( : 
F Sih ge Brel 9 epee Pe? by the DTO before starting implementation. 
is 


i institutions in the district is drawn up and those 

: septal Dalat esi ar qualified medical officer (including Ayurvedic 
<i i ace note. Those should now be visited, two or three at a time, to 
se thell suitability for implementation as XC/MC/RC, from the stand points 
<n (i) average daily out-patient atttendance, (ii) suitable space for installing a 
microscope, (iii) availability of staff for DTP functions, (iv) availability of 
microscope and staining equipment and (v) willingness of staff to take up DTP 
responsibilities. This being the first contact of DTO with the PHI medical officer 
(MO), he should spend considerable time with each MO, preferably an afternoon 
when MO may be comparatively free. The aim should be to satisfy ‘him on most 
of the technical queries that are bound to arise. Community medicine aspects 
and the fact that the load of work on-any one>-worker would be negligible have 


to be stressed in order to enlist his willing co-operation. 


At this stage of planning, if DTC vehicle has not been received, DTO may 
accompany other touring district health staff or make use of a public conveyance. 
If for that reason it is not possible to complete the survey, further planning and 
implementation could be undertaken on the basis of a partial survey, after recording 
the fact in the "planning and survey file". 


After all the implementable health institutions in the rural area and taluk 
towns have been surveyed, the GHs and D & OHs in the headquarters city are 
surveyed and implemented. : 


_ A separate "DTP-survey and implementation Form" (See Appendix V) must 
be filled for each PHI legibly and completely and filed in the"planning and survey 
file" for future reference. The file is kept in the Statistical Section. The file 
also contains the three lists of PHIs, namely those implementable as KC/MC/RC 
with the date of implementation entered against each PHI. In DTPs that are already 
functioning, it may not be practical to undertake the survey of implementable 
PHIs. In such DTPs, necessary information is to be collected from the District 
Health Office and the three lists mentioned here are to be prepared and maintained. 


7.1.3.3 Preparation of Plan of Action 


The DTO now prepares and records (in the planning and survey file) a plan 
of action, indicating the order in which the PHIs are to be implemented and the 
likely time of implementation, on the basis of the information contained in the 
Gina arrival time of equipment and Supplies, etc. It would be convenient 
abt Gatcean 2 PHIs per month; those institutions that possess obvious advantages 
sige sansine y gi attention earlier than others but proximity to DTC should 
Sega sae ed a good reason. Depending upon the number of implementable 

istrict, complete implementation of the DTP may take 2-5 years. 


The proposed plan of action should be discussed with the CMOH/District 


Health Administrator before taki 
: ng fu “ae ; : : 
should be incorporated into the pat eee Be iar 2 ee a oe 


7.1.4 Planning for BCG Vaccination 


ince BCG vaccination js integrated with the General Heelt i 

h Servic 
ay ae acai oe ot bce technicians of the mass campaign, at the mie 
santa oe ; _ PHCs. Each PHC medical Officer will draw up the 
eee ogramme for al male and female Multipurpose Workers(MPW) in his 
jurisdiction, till all the MPWs are trained by the BCG technician. The BCG 


il 


technician will follow the usual monthly schedule of MPWs for training and first 
round of BCG vaccination in 0-19 years of age. 

In subsequent rounds, the’ children born between the two rounds and the 
left overs of the previous rounds will be vaccinated by the MPWs. For this, the 
PHC medical officer will draw up a schedule of future rounds, for a set of male 
and female MPWs, in rotation, so that, BCG vaccination work is carried out in 
each area at least during one month in a year. In that month, following the usual 
daily work schedule, the MPWs will carry ott BCG vaccination along with their 
other health activities. It is preferred that the female MPW carries out BCG 
work in the intensive area of her allotment first, followed by the male MPW in 
the other areas. 


1.2 Implementation of DTP 


Implementation of DTP consists of all the initial efforts undertaken to 
prepare DTC and PHIs to function according to DTP procedures. 


7.2.1 Implementation of DTC 


‘4 implementation of DTC covers all the initial steps for securing an adequate 
building with all the facilities, procuring and installation of the equipment, procuring 
of all the supplies, getting the NTI trained key staff posted and getting other 
staff recruited and trained, if not already done. It also includes starting of clinical 


and other functions frorn the sections of the a 9 Sete 


7.2.2 Implementation of PHIs 


Implementation of PHIs covers all the initial steps that lead to equipping 
of PHIs, provision of supplies to them, and training of their staff. For 
implementation, DTO, TO'and LT visit the PHIs together. For this visit, DTO 
‘should ascertain in advance a suitable date and period when MO of a PHI is likely 
to be comparatively free. Even then, he takes care that. during his in-service 
training DTO does not monopolise the attention of the MO to the detriment of 
his other duties. DTO may have to camp there for one or two days. 


7.2.2.1 Equipment and supplies 


Before the decided date of visit to a PHI, DTO reviews the DTP - Survey 
and Implementation Form of that PHI (available in the planning and survey file) 
and prepares a list of equipment/supplies that need tobe taken for implementation. 
LT carries with him ‘the standard kit as per his manual and TO collects the listed 
items before proceeding. Tnese supplies should be adequate to meet the needs 
of training and for giving service for about two months afterwards. 


vi , 


ye Training 


: During training, DTO and his staff make constant and frequent use of the 
PHI Manual and not of their own manuals. This step is likely to inculcate the 
habit of referring to the PHI Manual by the PHI staff. When a trainee commits 
a mistake or is in doubt during the training, he is made to consult the PHI Manual. 


The training to PHI staff is imparted as in-service training, without calling 
them to DTC, except X-ray technician of an XC(8.4). With the assistance of MO, 
suitable staff of PHI is selected for training in sputum examination and treatment 
organization, so that LT and TO can take up their training concurrently. 
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(a) Training of medical officer 


al aspects of DTP, 
the memory of MO about the gener | 
he is ion pt 24 pcre case-finding, treatment, maintenarice of records, reports 


and supervision of staff trained by LT and TO. 


observed that MOs, are more used to deal with out-patients 
offer sputum examination to ee ieeig fae: ip 

‘nation is ordered on the basis of positive findings on physical examination. 
fee. DIO seul take great pains to emphasis upon the MO the criteria 
for selection of symptomatics for sputum examination under the DTP. Cough 
of 2 weeks or more is the most important criterion. Pain in chest alone or with 
fever for about the same period or more and or haemoptysis are the other selection 


criteria for offering sputum examination. 


It is often 
clinically and seldom 


In an XC, which has equipment and staff similar to that of DTC, the DTO 
has also to arrange training of the MO in X-ray reading and controlling the quality 
of X-ray films. The training will be given, as is given to a DTO at NTI, 


In other XCs, DTO should emphasis upon the MO of the PHI to use X-ray 
examination as a tool for suspecting pulmonary tuberculosis. In the suspected 
patients, sputum must be examined, repeatedly if necessary, before diagnosis 
is made. | 


In RCs. sputum should be collected from symptomatic out-patients, smears 
should be prepared and Referring Slips should be filled in, to be sent to the nearest 
MC/XC or DTC for examination by direct microscopy. The DTO should allot 
the centre to which the RC is attached. In exceptional circumstances, the - 
symptomatics may be sent (referred) when smears cannot be sent for any reasons. 


As regards treatment, MO should become conversant with the drug regimens 
recommended under the DTP and how these have to be prescribed. He should 
be able to do initial motivation of newly diagnosed TB patients and remotivation 
of TB patients restarting/resuming treatment, in a persuasive manner. He should 
be familiar with the points to be stressed during subsequent motivation. 


MO should be able to open Treatment Cards for new TB patients and be 
conversant with the other records and reports. ‘ 


Before completing the training of MO, DTO should . selecti 
! , actually observe selection 
whet Ln yeh starting of Treatment Cards and: motivation of TB patients by 
nese dummy basis, if need be) to satisfy himself: that MO has picked up the 
procedures correctly. Only then he can guide his staff properly. 


(b) Training of para-medical staff: 


an Fahad act rin para-medical staff for training, those doing similar duties 

they haus “bitty ound at the PHI most of the time are more suitable. In addition, 

sliuld be tsi bs Ain Ae and interest in learning. Preferably more than one person 

and will avoid dleminienn sunction, as this will help to distribute the work evenly 
avoid disruption when a trained worker proceeds on leave. : 


4 e 
particip “Bete ae Staff should first be briefed by DTO about their 
correct and uptodat P, the likely work load and the necessity for maintaining 
© records. All doubts should be removed painstakingly. The 


actual training in sput ination is oj 
organisaticn by TO. putum examination is given by LT and that in treatment 


The X- ‘el 
pei te oe 7m pad cian of an XC,which has equipment and staff similar to 
© trained by XT of DTC at the DTC, unless he is already 
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trained. However, in XCs where only skiagram facilities are available, LT will 
train the X-ray technicians in how to maintain the X-ray register and prepare 
Part I of MRT (8.4), in addition to training a person in sputum microscopy. 


The training to be given by LT and TO is likely to take 4 to 7 days. They 
should stay there till they are satisfied with the training, even if DTO has to return. 
It is desirable that DTO should revisit the PHI on the last day of his staff's stay 
in the PHI and satisfy himself about the quality of the training given by them. — 


% 


7.2.2.3The PHI Manual 


After implementation of the PHI is over, the DTO hands over a copy of 
the PHI Manual to MO and explains to him, once again, how to refer to it when 
the need arises. It should be ensured that the manual is entered into the stock 
book of the PHI and kept at such a place that it is always available to the staff 
for reference. : 


7 2.2.4Entry on PHI Form 


On return to DTC after implementation, DTO records the details of 
implementation under items 18 and 19 of the respective DTP-Survey and 
implementation form in the "planning and survey file" in the Statistical Section. 


7.2.3 Implementation of BCG Vaccination Service 


BCG vaccination is integrated with the General Health Services,wherein 
it will be carried out by the male and female MPWs among the population of their 
allotment: for all’ other health activities. The involvement of DTP, in 
implementation of BCG vaccination, is restricted to: (i)training of MPWs by BCG 
technicians, for giving BCG vaccination and preparation of BCG report, (ii) training 
of PHC level supervisors by NMTL and DTO, in supervision..of BCG vaccination 
work, (iii) if aurthorised, procurement and distribution of kit items and BCG vaccine 
to PHCs and (iv) if authorised, compilation of periodic BCG report of the district, . 
for submission to State/Central Health Directorates. , 


The actual BCG vaccination will be carried out according to the technique 
and procedure laid down in the BCG manual, for workers at different levels. This 
will be suppliec by the State Health Organization. — 


7.3 Maintenance of DTP 


Maintenance of DTP consists of keeping equipment, supplies and techniques 
at a level which ensure that DTP activities are performed continuously and 
efficiently. The initial effort (implementation) could be rendered valueless unless 
the programme is maintained properly through: 


(a) Periodic supervision, that reveals the position of equipment, supplies and 
techniques; af 


' * 


(o) re-training" and "replacement training" of PHI staff (7.3.2); 
(c} replenishment of supplies and replacement or repair of damaged equipment. 


7.3.1 Supervision 


Supervision is necessary to find if the programme activities (tasks and 
steps) are being carried out according to the manuals; if not, why not? Supervision 
should be systematic and thorough and corrective actions must follow each 
- supervisory visit, if necessary. Supervision is not a one-time effort. In order 
to be purposeful, it should be carried out at regular intervals on a continuous basis. 


a 
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ision among those 
ate a favourable climate for supervisio 
hose me gape tetug ene. good human relationship, patient and painstaking 
i ‘ 


attempts at guidance and not by fault finding. 


7.3.1.1 Frequency of Supervision 


I ise DTC Sections 
DTC starts functioning, the DTO should supervise 
once Saran the work at DTC gets settled down into routine, the supervision 
of DTC sections could be undertaken once every three months. 


PHIs, the DTO visits each newly implemented PHI once every 
month ps Aiaggeried his TO and LT. After three such consecutive visits, the PHIs 
should be visited by the DTO or TO and LT at least once in 3 months. While TO 
and LT usually travel together, DTO may accompany them on some trips. Based 
on the previous supervision reports and received MRTs, DTO should select some 
PHIs for more intensive supervision, which may be done once in a month or once 
in two months. MCs need more frequent and detailed supervision compared with 


RCs. 


Supervision of BCG vaccination service will be carried out by the 
CMOH/DHO at the PHC level and the PHC Medical Officers, Health Inspectors 
and Lady Health Visitors, etc. at the grass-root level. After initial training of 
MPWs, the BCG technician will continue the training of staff replaced, and also 
carry out supervision for maintenance of BCG vaccination, in the 2-3 PHCs allotted 
to him. In addition, he will also Supervise other health activities. For this he. 
will be adequately trained. pve 


The DTO, with the assistance of NMTL, will carry out operational assessment 
of BCG vaccination and provide guidance in technical matters, whenever necessary. 


Po Adjustment of Touring 


. Where @ second medical officer is posted at DTC, the DTO is able to tour 
the district freely, as per the requirements, and devote sufficient time to planning, 
implementation and maintenance of DTP. 


Time table adjusted for touring 


| Monday Wednesday} Thursday 


ule may be helpful in adjusti i i 
a ads Justing the touring. While registrati 
and X-ray examinations at the DTC are carried out on all weak days, the Nocte 


X-ray 
reading 


Disposal of 
Out-patients 
& TB patients 


the routine 
In Such a w 
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of X-ray films and disposal of out-patients and TB patients are carried out on 
Mondays, Tuesdays, Thursdays and Fridays. 


7.3.1.3 Supervision Forms 


Separate Supervision Forms, (see Appendix VI) for supervision of DTC 
and PHIs have been prescribed for the use of DTO. The objective of the forms 
is to enable systematic observations and recording of corrective actions, taken 
or to be taken: The aim is not merely to fill in the forms as a matter of routine. 
After each supervision visit, DT reviews the Supervision Forms - his own and 
those filled in by LT & TO - in order to take corrective actions that have to be 
taken at DTC and to initiate corrective actions in respect of items not wholly 
within his control. The Supervision Forms are handed over to SA for filing. The 
forms are to be referred for subsequent supervision of DTC and PHIs. DTO should 
seek the assistance of DMO/DHO, wherever required. 


A separate simplified Supervision Form meant for DHO/DMO(CMCH) 
(see Appendix VII) helps in the review of performance of PHIs. The DTO should 
introduce the form to DHO/DMO during the initial talk (7.1.1). This would also 
facilitate taking of corrective ‘actions. The DHO/DMO would be sending his 
Supervision Form, for each PHI visited, to DTO with his remarks and instructions 
for follow up action. The DTO should discuss the performance of the concerned 
PHIs with DHO/DMO, if necessary. — | 


733.2 Re-training and'Rep lacement Training 


Not infrequently the PHI staff trained on-the-job for a few days forget 
some of the important steps in the tasks allotted to them. During a supervision 
visit, the deficiencies in their technique may become obvious to TO/LT or DTO. 
This calls for re-training of the concerned staff, as a corrective measure. 


The steps in re-training are es per the implementation training (7.2.2.2) 
except that special emphasis is placed on the weaker points. The important element 
in re-training is that it is given then and there, till the supervisory staff are 
satisfied. And the correct technique is demonstrated in the presence of MO, so 
that he can exercise supervision during the intervening periods. 


However, if a trained person has been replaced by an untrained one, then 
training of the new person for about a week has to be arranged as for 
implementation training. This is called 'replacement training’. 


7.3.3 Supplies 


No activity can be maintained without supplies. Since the _DTO/DTC 
key staff have to visit the PHIs for supervision with regular frequency, it is hardly 
necessary for PHIs to place written indents with DTC for replenishment of the 
supplies. The practicable procedure is that the DTC team carries with them 
sufficient stocks of all the items, at the time of the supervision visit the supplies 
are replenished on the spot, to ensure adequate stocks for a period of three months, 
according to the frequency of visit to that PHI and the quantities are entered 
in the DTC sectional stock registers against signed vouchers. 


DTO should review the stock position in the DTC and ensure that 
procurement and stocking of supplies for the entire DTP is adequate. 


7.4 Maintenance of equipment 


7.4.1 Repairs 


Whenever XT reports any defects in the X-ray unit, DTO asks XT to fill 
in a Report on Condition of X-ray Unit (RCXU), after conducting the neessary 


yi 
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e copy each of the RCXU is sent to NTI(for 
for undertaking the repairs. The fourth 
U is always filled in on the original forms 
pies. Therefore, one set of RCXU 
When spare parts are received,the 
according to the requirements, 


| al. On 
tests as mentioned in XT's manual. 
aes parts), STC and firm's engineer 
copy is filed in the X-ray file. The RCX Fo 
supplied by NTI and not on locally prepared Co 
should always be available in X-ray section. 
DTO has to contact the STC and/or firm's engineer, 
for undertaking the repairs. 
equipment like microscope, autoclave and 


f damage to y : é 
i, OE 3 : ed for necessary help and guidance in getting 


refrigerator, the STC is contact 
the equipment repaired. 


7.4.2 Change over of charge of X-ray Unit 


Whenever an XT is transferred and a new XT takes over charge of the 
X-ray unit, DTO asks the new XT to check the unit as well as the accessories 
and report any discrepancies or damages noted. “This information is to be entered 
in the X-ray Log Book on the date, of checking. Similarly, when a new DTO takes 
over charge of a DTP, he asks XT to check the X-ray unit and report. 


a we 


Equipment or vehicle that is beyond repair has to be replaced. Initiative 
for this lies with DTO, eventhough PHIs may be the first to notice or report the 
need for replacement. DTO takes up the matter with STO/ADHS(TB) through 
the DHO/DMO. a eH | cu 


7.4.3 Replacement | 


to Co-ordination of oa | &.j: Sgn Te & 

By co-ordination is meant to bring different units and agencies in proper 
relationship with each other to achieve the desired objective(s). Internal. 
co-ordination is between sections of DTC and is achieved through periodic meetings 
of DTO with his key staff. External co-ordination is between DTC and PHIs. It 
is achieved by discussing problems of the participating units and taking necessary 
administrative/organizational steps. For gocd management, DTO has to be a 
good co-ordinator. 3 


7.6 Public Relations 


DTO has to cultivate good public relaltions to obtain proper support for 
DTP. For this, (i) DTO keeps in touch with public opinion and ensures. that the 
out-patients attending the DTC are generally satisfied with the services and 
conveniences offered, (ii) he co-operates with organizations and officers running 
other health programmes in the area and (iii) gives personalised attention and 
advice to out-patients referred by private practitioners. phone as 


lat Health Education 


Every health programme has an important educational component. Willing 


co-operation and participation of the public as well as 
re programme workers can 
be facilitated through well orgnised and continuous health education. 


staff tN a take pains to educate medical officers and other para-medical! 
they could Saget te te and the health department regarding DTP and how 
would be ilies sighs AS regards public, the most important point to stress 
TNE AKG pestat en of the availability of services in the area. For doing so, he 

stance from the district health education set up. | 
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8. PROCEDURES FOR CLINICAL FUNCTION 


8.1 Case-finding 


Case-finding consists of offering a standard examination procedure to 


all who satisfy the given criteria, to diagnose as many TB patients as possible 
in the community. 


In a DTC this activity covérs the following tasks: 
8.1.1 Registration | 


Out-patients who attend the DTC on their own or on advice of others 
or after referral from PHIs will be reporting to DTO/MO. At the first visit the 
out-patients are registered as "New" in the OP Register. Tuberculosis patients 
attending for subsequent drug collection are registered as "old" in the same register. 


Those having either cough or chest pain alone or with fever for more than 
two weeks or haemoptysis are to be selected for X-ray and sputum examinations. 
At DTCs, where the number of new X-rays. to be taken is more than 20 per day, 
the decision to send the out-patients for sputum examination will depend upon 
_ the findings on preliminary X-ray reading. 


After registration, the out-patients, except those coming with Referring 
Slips, are issued Out-patients Slips. The selected out-patients are then directed 
to go for X-ray examination. TB patients are sent to TO, if they have come for 
subsequent drug collection (8.2.4). : 


The out-patients sent by DTO/MO for taking the X-rays are registered 
on X-ray CFRF by XT, when they report to the X-ray section. The TB patients 
(old) due for follow-up examinations, sent by TO for taking the Xrays, are registered 
in the same X-ray CFRF. The instructions for registrations are given in XT's 
manual. | sae é : | 


8.1.2 X-ray Examination 


~~ Outpatients sent by DTO/MO are X-rayed and then asked to go home 
to return (2nd;yisit) on the ‘third day for-.the result €.g, aut-patients of Monday 
to return on Wednesday). “At DTCs where the work-load is limited to 20 new X- 
rays per day, the out-patients are asked to go to the laboratory section, before 
going home. Those with Referring Slips are also advised to go to the laboratory 
section before going home. , a 


In a DTC without & second medical officer, the date of second visit will 
depend upon when the results of X-ray examination can be made ready subject 
to the case-load at DTC and frequency of touring by DTO (7.3.1.2). 


8.1.3 Sputum Examination 


i) In DTCs where X-ray and sputum examinations are done on the first day 
- including those attending with Referring Slips - (ist visit), LT registers each 
out-patient on sputum CFRF; a sputum specimen is collected on the spot, processed 
and examined by direct smear, while the out-patient is waiting. The out-patient 
is now sent to DTO, if the result is positive after entering the result on the Out- 
patient Slip. If the result is negative, the out-patient is advised to go home and 
to return on the appointed date for result of X-ray examination (8.1.6 (b). 


ii) Where sputum examination is done on the thirc day (2nd visit), the out- 
patient is registered on sputum CFRF by LT, a spot specimen of sputum is collected, 


/ 
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: ; ult is entered on the out- 
ined by direct microscopy. The result | 
ee tap a we atiuatiaes is directed to see DTO in the Clinical Section 
(8.1.6 (a). “ : 
: found negative but the X-ray 
iii tum examined as per (i) above was xr 
Pd ee thet out-patient shall again be sent for sputum examination 


on the third day as per (ii). 


; spot specimens are preferred because the results become 
Naren ahaa ait ieaatt and there is no chance of some persons not returning 
with the collected sputum specimen. However, if the patient is unable to produce 
a spot specimen even after a proper attempt, a collected specimen (overnight 
specimen) can be arranged. For this, proper instructions are to be given to the 


patient. 


8.1.4 X-ray Reading 


For the purpose of X-ray reading, the processed X-ray film roll, the relevant 
CFRF, the Referring Slips, the old X-ray films and the Treatment Cards of old 
TB patients are arranged by XT for the DTO. Before reading the roll, DTO verifies 
that the proper X-ray CFRF,Referring Slips and Treatment Cards of (old) and 
old films have been put up, and check the films numbers with date of the new 
film roll to be read with that given in the X-ray CFRF. He then reads the films 
one by one, critically examining for technical adequacy and using the relevant 
X-ray reading codes. ' | 


\ 
~ 


The X-ray reading is done in two Steps. At the preliminary reading, the 
DTO looks for any abnormality in the lungs. If abnormalities are seen, the out- 
patient is considered eligible for sputum examinantion and is labelled Eligible(EL). 
Since the preliminary reading is to be erased at the time of final reading, EL is 
entered in column 11 of X-ray CFRF, in pencil. In case no abnormality is seen, 
the code for Normal (N) is entered. 


The final reading is done at the second visit of the out-patients, when 
they come to know the results of X-ray examination. The findings of physical 
examination and results of sputum examination are taken into consideration at 
the time of diagnosis. 


The eligible out-patients(EL), who do not return to know the results sof 
X-ray examination, are to be reminded by TO. As and when they report to DTO/MO, 
Sputum is examined and final X-ray reading is done. ie 


For out-patients coming with Referring Slips, preliminary X-ray reading 
is not required. They are examined at the first visit itself and the results of sputum 
examinations are available at the time of final X-ray reading. For such patients, 


i) Code_for new X-ray reading: The following code is used for recording 


- the final X-ray reading: 

: for Normal When no abnormality is seen; prominent 
hilar and broncho-vascular markings within 
the normal limits and Calcifications are 
to be considered normal. 


NT - — 
oat Tubercular ; When abnormalities are seen but are 
ons considered not due to pulmonary tuberculosis; 
it includes cardiac conditions. 
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TBP - for pulmonalry : When pulmonary shadows suggestive of 
tuberculosis tuberculosis are seen and’ are. considered 
| is _ active. 

PLEF- for pleural ye : When fluid has collected in the pleural 
effusion space and is likely to be due to tuberculosis. 

TBHA - for tubercular 4 When enlargement of hilalr glands considered 
hilar adenitis due to tuberculosis is seen. 

OBS - for observation : When abnormal shadows are seen but their 


aetiology is doubtful; if considered 
_ tuberculosis, the lesion is ‘judged as inactive 


_ “or doubtfully active. 
Tl -  for.technically : When the quality of the film: in respect 


inadequate of positioning, density, “contrast and 
| artefacts/foreign bodies obscuring _ lung 
fields make it difficult to arrive at a 

satisfactory interpretation. | 


(ii) Code for comparison of X-ray reading: The following code is used at the 
time of reading and recording the 
result - a follow up X-ray examination. 


C,; - for clearence me  "It-should cover complete clearing ¢ of shadows. 


I - forimprovement: When there is s partial clearing. 
ta for stationary ee _ When no apprecianble change. is seen... 


D - fordeteriorated : When the shadow has spread or cavity has 
_formed/increased in number (increase. in 
_._ size of the cavity alone is’ net. considered 

deterioration). . 


| DTO records the final X-ray result on the X-ray CFRF, the Referring 
Slips and the new and old Treatment Cards as under: 


(a) In column 11 of the X-ray CFRF 


(b) In box 11 of the Referring Slip, adds date and film number; and gives 
advice for treatment in box 14. 


(c) In boxes 11 ne 12 of the Treatment Card; adds date and film number 
in the same boxes. 


During the final reading of an X-ray film, DTO starts new Treatment 
Cards for out-patients considered as TBP, TBHA and PLEF, in respect of those 
who will be treated at DTC; in doing so DTO should fill in the name of the TB 
patient, draw the diagram in box 10, and complete the remaining boxes (other 
than 1, 10 and 11). For referred TB patients, Treatment Cards will be prepared 
by MO of PHI. 

In DTCs where less than 20 (average) new X-rays are taken daily (8.1.2, 
8.1.3 and 8.1.6), some new Treatment Cards will have been started by DTO for 
sputum positive patients the day previous to X-ray reading. DTO will ask TO 
to furnish such cards for filling in boxes 10 & 11 at the time of Xray reading. 


of 
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8.1.4.1 Filing of exposed films 
m ll, along with the 8th day X-ray 
T will remove the exposed film roll, 
CFRF ced i of the DTO/MO (3.2.1 and 6.3.1). The film pe ye be Fe 
into individual film depending upon the results of X-ray reading. The films w 
be filed by XT according to procedures described in the XT's manual. 


8.1.5 Disposal of out-patients and TB patients 


t the DTO on their first visit as well as on their on 

it. Symptom suggetive of pulmonary tuberculosis are shared by many ck t 
Hake Sut patients suffering from non-tubercular conditions have to be suitably 
advised and/or referred to appropriate health institutions. 


Out-patients mee 


After a physical examination (if necessary) and taking the results of sputum 
and X-ray examinations into consideration, the. DTO suitably advises the out- 
patients and TB patients and disposes them of as under: 


For whom no investigations have been done - such as those below 5 years 
and others who did not need X-ray examinations, etc; they are examined 
(for extra-pulmonary tuberculosis also), given symptomatic treatment 
till a diagnosis is established and then finally disposed of. 


With normal photofluorograms; they are suitably advised. 


With non-tuberculer conditions; they are examined: and referred to other 
hospitals, — : 


Those read OBS cn X-ray examination; an Identity Card is prepared by 
DTO, wherein film number with date and date of next visit are entered; 
DTO may like to repeat sputum examination several times, while putting 
the out-patient on symptomatic treatment; such out-patients should be 
re-examined by Xray and sputum at three months or any other suitable 
interval that the DTO may decide for arriving at the final diagnosis; they 
are disposed of accordingly. 


Patients of pulmonary tuberculosis; diagnosed on the basis of X-ray and/or 


sputum examination; DTO takes the history (especially of previous 
treatment), examines clinically and initiates treatment (8.2.3). 


Patients of extra-pulmonary tuberculosis; they are diagnosed on clinical 
examination by DTO and are put on treatment as per item (e) above, after 
recording the result in column 11 of X-ray CFRF and actual diagnosis in 
Treatment Card which is started now (8.2.3.3). 


Old TB atients can meet the DTO at any time during their treatment, 
when they feel that they need his advice for any reason. 


81,6 Routing of out-patients for case-finding 
(a) Routing where new X-rays taken are 20 or more: 


IVisit ————>> Clinical* -—> X-ray ————>Home 


neni HOM 


fi Visit — -— Clinical —+-» Laboratory —— >Clinical ——> Home 


*TB patients will continue as under 8.2.2 Bedi 
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(b) Routing where new X-rays taken are 20 or below: 


— 


I Visit ——————>Clinical* > X-ray ———» Laboratory—————Home 


ome —~3Clinical*——> Home 
: . ..,.. (Sputum positive) 


Il Visit ————>_ Clinical* —_————+ Laboratory ——— > Clinical ———>Home 


og SOE a Oe RN te eee pee a Home 


*TB patients will continue as under 8.2.2 


Note: Where a separate registration section is established, the patients will first 
report there. 


8.2 Treatment 


Treatment of pulmonary tuberculosis patients is initiated after diagnosis 
is established on the basis of X-ray findings and/or result of sputum examination. 
Extra-pulmonary tuberculosis is diagnosed clinically (supported by X-ray and/or 
other laboratory evidence, whenever possible) but treated as other TB patients. 


8.2.1.1 Recommended Drug Regimens and Duration of Treatment 


A drug regimen denotes the way a drug or a combination of drugs is to 
be used for treatment. It includes the dose and mode of administration for each 
peg od The basis on which drug regimens are prescribed is given in the Introduction 
to DTP. ps : 


8.2.1 Drugs 


The following drugs (with their code letters) are at present used in DTP 
for treatment of TB patients. These are called primary or first line drugs. 


Isoniazid(Isonicotinic Acid Hydrazide) — INH 
Thioacetazone —. TZN 
Streptomycin Sulphate — | 3M 
Para-amino Salycylic acid re -— PAS 


The other anti-tuberculosis drugs are not recommended under the DTP 
for a variety of reasons. 


8.2.1.2 Dose and Mode of Administration 


The dose, mode of administration and other instructions are given in 
the next page. The dose is given for adults and would need adjustment for children, 


on the basis of their age/weight. Hise Bre 
LIS” ‘ 


ONSs2- 7" 
/ 
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Drug Regimens 


.a) For sputum positive TB patients 


Both drugs in a Self-administered 

Single dose or in at home after meal .. 
two divided doses Collected monthly 

Pally 0 from DTC/PHI 


Isoniazid 3060 mg + 
Thioacetazone 15% mg; 


H 


Biweekly regimen 
Inj. Streptomycin 
_ 0.75 g/l g. + 
- Isoniazid 600 to 
700 mg (15 mg/kg 
body weight) with 
Pyridoxine 10 mg 


Both drugs given at: 
the same time under 
supervision at DTC/ 
PHI twice weekly at 
intervals of 3 and 

4 days .. 


_ Intramuscularly 


{ Orally . 


Self-administered ‘- 
at home after meal. 
- Collected monthly | 
from DTC/PHI | 


In‘a single dose. 
; In two divided doses. 


} Both drugs orally, 
‘| daily 


Isoniazid 300+: 


PAS 10 g. 


2 4 


Isoniazid 300 mg + _ 
Ethambutol 20 mg/kg 
body weight,i.e., 
£00 mg for patients 
weighing <50 mg and 
1200 mg for >50 kg; 


| Self-administered 

; at home after meal. 
| Collelcted monthiy 
| from DTC/PHI . - 


~ Both drugs in a 
single dose, . 
daily, 

orally 


Biphasic Regimen 


a) Intensive phase First two months 


inj Streptomycin intramuscularly, 
0.75 g/1 g. + | daily 
Isoniazid 300 mg + () | 
Thioacetazone 150 mg or | (),... . eS Siar : 
Ethambutol 20 m 6 —_ ( Ina single dose | Injection given 
per kg. body weight orally, daily. | under supervision 


| and the rest to be 
| Self-administered 
| at home 


) (PAS and Thio- 
acetazone may be 

(given in two 

(divided doses) 


i.e., 800 mg for 
patients weighing <50 
kg and 1200 mg for 
those >50 kg. or 


PAS 10g. 


b) Continuation phase 


With R, Ry, Ry or 


| Remaining period 


As for each regimen | 
i : 


As for each regimen 
4 
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b) br the sputum negative TB patients (Suspect cases) 


TB patients in whose sputum AFB are not seen, are prescribed Regimen 
R, i.e. 1s 


Isoniazid 300 mgin+ ; ) Single dose orally 
Thioacetazone 150 mgm’ $ Daily for 1 to 14 years 


Patients, allergic to Thioagetazone can be treated with R. 
Duration of treatment 


All patients should be treated for a minimum of 1 year or. optimum of 
1% years duration irrespective of their disease status. By duration of treatment 
for 1 year to 12 years is meant that intensive efforts should be made to keep 
the patient on regulalr treatment for at least one year. Even if. patients at the 
end of 1 year are regular, treatment should be continued upto 18 months in order 
to prevent relapses . oa Pe vor F 


Treatment can be continued upto 2 years after review at the end of 1 

months but continuation beyond two years has no added advantage. ey i 
ie eh iy recor bfhy os ha 500 eaip 3 rishine 
8.2.1.3 Short Course Chemotherapy(SCC) in the DTP — Guidelines 
MM rece sine” Stee OF: Briss: atria ; 

All sputum positive cases aged 15 years and above, diagnosed to be suffering: 
from tuberculosis in the district may be offered SCC drug regimens irrespective 
of the fact whether they give a history of taking treatment with any of the:anti- » 
tuberculosis drugs in earlier months. They; may be. put: under Regimen ‘A’ or. 
Regimen 'B' as mentioned below. = , 


Drug Regimens 


These regimens have two phases: 


bw 


i) Intensive phase of first 2 months. with 4 drugs t 
ii) Continuation phase of 4 to 6 months with 2 drugs 
Regimen A: Bi-weekly intermittent supervised regimen 
/ ; Ie ea 
2S)H)Ro% 9 SHR, ag annie 83 
Regimen containing: | a 
Streptomycin (S 0.75 gm) 
Isoniazid (H 600 mgm) 
Rifampicin (R 600 mgm) 
Pyrazinamide (Z. 2gm ) | : 
In this regimen, the total duration of treatment is only 6 months. In the 


first 2 months (intensive phase) the patient is given Streptomycin, Isoniazid, 
Rifampicin and Pyrazinamide in the dosage mentioned above twice a_week. In 
the remaining 4 months (continuation phase), INH 600 mgm and Rifampicin 600 
mgm are given twice a week. The patient has to report himself/herself to the 
DTC/PHI and all drugs should be swallowed by the patient under the supervision 
of the Doctor/Health staff. In case of non-availability of Streptomycin or 
intolerance to’ Streptomycin, Ethambutol in the dosage of 1.6 gm (bi-weekly) may 


be substituted for Streptomycin. 


f 
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= i j HRZ/6TH or 6EH" 


In ive Phase Continuation phas 
tensive phase 


: (H 300 mgm) 


Isoniazid (H 300 mgm) Isoniazid 
Rifampicin(R 450 mgm) Thioacetazone (T 150 mgm) 


Ethambutol (E800 mgm) 
mbutol(E 1 gm) . 
= ie IP 1.5gm) . total duration of treatment is 8 months. During the 


i imen the total duration of treatment is 8 months. During the 
8 pe pane the drugs have to be consumed daily in a single’ dose 
preferably after a meal by the patient. In the first 2 months the patient is given 
Ethambutol, Isoniazid, Rifampicin and Pyrazinamide in the dosage mentioned 
above (intensive phase). During the remaining 6 months (continuation phase) INH 
300 mgm and Thioacetazone 150 mgm daily have to be given. Whenever the patient 
cannot tolerate Thioacetazone, Ethambutol in the reduced dose of 800 mgm should 


be given daily. ae 


The above druugs will be self-administered by the patients at their homes. 
The DTC/PHI should supply 2 weeks drugs at a time during the intensive phase 
and the patient has to collelct drugs once in a month in the continuation phase. 


| ‘However, during the first 2 months of intensive phase Streptomycin 0.75 
gm_in place of Ethambutol should be given if the patient agrees to attend the 
clinic daily. | 


‘Suitability of patients for appropriate drug regimen 


cs (i) Those patients who are residing nearer to the centre, and who are 
willing to attend the centre twice a week for 6 months should be offered Regimen 


(ii) Those patients who express their inability to come tc the centre twice 
& week or who fail to come.to thé’ centre twice a week repeatedly for 21 month 
_ for consumption of drugs should be offered Regimen B of 8 months duration. 


Motivation 


_ __ 48 mentioned in DTO's/TO's Manual, motivation has to be done for each 
patient who is put on treatment on anti TB drugs. At the start of the treatment, 
every patient should be motivated to continue the drugs to the full period even 
if symptoms disappear. In case any adverse effects are felt by the patient he 
<a be advised to report immediately to the Medical Officer who should decide 
. € course of action. However, every patient should be told not to be alarmed 
Bit seeing red or orange colour urine. This colour is normal due to intake of 
“itampicin. Patient put on SCC should also be informed that if he becomes 
irregulalr with the regimen offered, he would be deprived of this good regimen 
which is of a shorter duration when compared to the standard drug regimen. _ 
Defaulter action 


Wiki ees 


Who is a Drug Defaulter? 


ai} ; soak 


For both the drug regimens: an Vo | aa 
; patient w : 
date is a drug defaulter. No ‘visit awe ie y or 4 in hee report on the due 


Defaulter actions 


All efforts should be made to rev ' 
of drug default two actions have to be area Ne OR or 
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First action 


When the patient does not report for drugs on the due date, a home visit 
has to be made on the same day or latest by next day since every dose is important. 


If home visit is not possible a letter should be posted on the same day or latest 
by next day. 


Second action 


4 


If the patient does not return for drugs, a second action has to be taken 
on the fourth day of the due date. Second action should also be through home 
visit. If home visit is not possible, a letter should be posted. 


For the patients under Drug Regimen A (which is an intermittent regimen) 
if he reports for drugs administration after the first action, drugs are to be 
administered on the day of his visit and his next due date remains the same as 
fixed earlier even if the gap between two administrations is only a day for next 
administration. For example, a patient who is due to come for drugs on Monday 
the 3rd fails to report for drugs, a letter has to be written on 3rd itself or latest 
by 4th. If the patient returns on 5th he should be given a day's drug which was 
due to him for 3rd and he should be asked to come back on 6th for his dosage of 
drugs which is normal due date for him. Se STE AE | 

For drug Regimen B, a‘patient due to’ collelct drugs ‘on:3rd and does not 
report, first defaulter action has to be taken on 3rd evening or latest by 4th 
morning. me : 


For patients under above two situations, 2nd defaulter action (home visit 
or letter) falls due on 7th. 


< enn. _ ~~ 


Patient ‘lost' from treatment 


Patient not attending for drugs for one month from due cate even after 
two defaulter actions, is considered to be ‘lost' from treatment. If the patient 
returns after becoming ‘lost' he should be started on any one of the 5 standard 
drug regimens (R ; to R. ) recommended in the manual. | 


It is important to see that every patient put on SCC (either Regimen A 
or Regimen B) should have collected 75% of the required doses of intensive phase 
within 3 months from the start of treatment. Those patients who fail to complete 
this will not be eligible for continuation phase and will be offered standard drug 
regimen as given in the manual. 7 | 


Compensatory phase 


Every effort should be made to see that each patient put on SCC regimen 
A or B should complete treatment within the stipulated period. However, due 
to reasons unavoidable, if any patient defaults,the compensatory phase may be 
allowed. For intensive phase of chemotherapy, an extension of one month may 
be given to the patient to complete the required number of doses. That means 
under drug Regimen A, 17 doses should be taken in 2 months. This may be allowed 
to be completed in 3 months. Under drug regimen B, 4. fortnightly collections 
should be made in 2 months. This may be completed in 3 months. 


Similarly an extension of one month in the continuation phase may be 
‘allowed to compensate the missing doses. However, the total duration of 


chemotherapy including compensatory phase should not exceed 8 months in drug 
regimen A and 10 months in drug Regimen B. . 


/ 
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Termination of SCC 
' 
ini itive after 6 months from the time of 
tient remaining sputum ositive 
Spaoi "aCC on either of the regimen, the SCC is terminated for the patient 
and the treatment card is closed. 


new treatment card is to be opened (prolonged treatment 
and Thioacetazone (or Ethambutol) for one 
Any patient remaining sputum positive 
eferred to specialised institutions 


For such patient, | 
card) and the patient is put on INK | 
year. This is called prolonged treatment. 
after 6 months of prolonged treatment should ber 
for management of treatment failure. | es) 


All treatment cards once closed should be desp atched immediately to 
DTC for filing in the Statistical Section. Treatment cards can be closed either 
on completion of treatment, lost, dead, termination of SCC and other similar 


reasons. a ae 


Follow-up examinations 


Every patient should be followed-up strictly with sputum smear 
examinations - once at the end of 6 months of starting treatment and another 


at_the end of chemotherapy (inclusive of compensatory period if any). In case 
of a positive smear at the end of 6 months SCC will be terminated and the patient 
will be put on prolonged treatment with INH and Thioacetazone (or Ethambutol) 


for one year as stated above. — 


In addition wherever possible, follow-up examination by. X-ray; atthe 
end of chemotherapy may be done. 


Lompletioncf treatment 


Patient completing 75% or more of the required number of doses/collections 
(13 or more doses in regimen A and 3 or more fortnightly collections in regimen 
B) during the intensive phase (including compensatory phase) is considered to have 
completed the intensive phase and is eligible for continuation phase.::<:- 


Patient completing 75% or more of the required number of doses/collections 
during the period of chemotherapy (including compensatory phase) is considered 
to have completed optimum treatment. That means in regimen A, patients taking 
40 or more doses of the expected 52 doses within 8 months and-in Regimen B,. 
patients making 12 or more fortnightly collections of the expected 16 fortnightly 
collections within 10 months is considered to have had optimum treatment,. although 
in continuation phase of regimen B drugs are given on monthly basis. is: © 


Adverse reactions and their mana ement =" {4 : nie Rspatt ot | jhe 


The adverse reactions are classified into three broad categories. 


Hypersensitive reactions 


It occurs initially with one or i 
ae two doses of drug intake e.g., Anaphylectic 
Shock. The management is similar to anaphylectic reaction due; to ang ather: + 


Side effects , 
{ : ya ; ye 


Minor in nature. They are again sub divided into: 


Gastro intestinal irritation: Nausea, vomiting, pain in the abdomen and diarrhoea. 


The vomitus may be red in : ws 
for blood. y Colour due to Rifampicin and should not be mistaken 
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Cutaneous reaction: Itching all over the body with or without rashes. 


Giddiness & vertigo: It can occur during anti TB treatment. Unless it is persistant 
it should be managed by reassurance to the patient and symptomatic treatment. 


Arthralgia: Pain in joints without swelling can occur due to Pyrazinamide. 

Most of these symptoms are mild and transient in nature and disappear with or 

without symptomatic treatment. The regimen should be continued without change. 
7% 


Note: Orange coloured urine, saliva and sweat and mere yellow coluring 
of the skin and eyes without any constitutional symptoms are not due 
to adverse reactions. It requires no other treatment but assurance to 
the patient that it is normal phenomenon due to Rifampicin. 


Major toxic reactions 


When these reactions take place, the SCC should be changed to one of 
the five DTP regimens and on no account an individual drug be deleted or substituted 
in the SCC regimen. 

Jaundice (Generally caused by Rifampicin):It is more likely to occur in daily regimen 
rather than intermittent regimen. When overt jaundice appears, withhold anti 
TB drugs and give palliative treatment and rest to the patient, when jaundice 
clears, start SHEW(R, ) or EH (R, ) for one year. : : 


Vestibular damage: It may occur in Streptomycin containing regimen when persistent 
giddiness and vertigo, or ataxia appear, SCC can be continued, but. Streptomycin 
should be replaced by Ethambutol as already described under the regimerns. 


Arthritis & Gout: It is generally caused by Pyrazinamide. If severe and not 
responding to symptomatic treatment, change the chemotherapy to TH/EH regimen 
daily for one year. (Dosages Thioacetazone 150 mgm, Isoniazid 300mgm, 
Ethambutol 800 mgm). ! : 


Rifampicin reactions to intermittent intake | 


The ‘flu' syndrome, shock, shortness of breath, haemolytic anaemia and 
renel failure usually occur only if Rifampicin is given once or twice a. week in 
high doses. These are immunological reactions due to Rifampicin dependent anti 
bodies and hence occur with intermittent regimens or irregular consumption of 
the drug. In such event SCC is terminated and any of the DTP regimens (R, to 
Re ) may be prescribed. 


Optic neuritis 


Sometimes optic neuritis due to Ethambutol administration can occur. 
Blurred vision and reduction in the field of vision are the main presenting symptoms. 
It is reversible if the drug is terminated promptly. Change Ethambutol to 
Thioacetazone without extending the duration of treatment. 


Exfoliative dermatitis 

Generally; caused by Thioacetazone but can occur with-any other drug” 
e.g. Rifampicin and Pyrazinamide. The regimen to be changed accordingly. : 
Reporting : 
Monthly and guerterly report 


In the districts where SCC drug regimen have been introduced, the reporting 
is same as the preparation of periodic DTP report on the form DTP/9 for patients 


wud ¢. 
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en (Ri to R5). However, in the former case, Section-D 


put on Standard Regim been divided into 2 groups: 


namely Report on Treatment has | - 
Report onTreatment fox sputum positive TB patients 
put on SCC. | 


t on Standard 
¢ +: Report on Treatment for TB patients pu 
fe Rosine (R, to R.) excluding those put on SCC. 


Di 


ion Dl, information on the number of patients completing 
Fieve Deut cutie the first 2 months/3 months of SCC should be nue 
separately for DTC and PHIs. Accordingly the Monthly Repor on 
Tuberculosis(MRT) to be furnished by the PHIs has been slightly modified to get 
the above information. The PHIs have to furnish information on treatment activity 
under Part Il of MRT separately for (i) sputum positive patients put on SCC and 
(ii) all other tuberculosis patients irrespective of sputum status put on Standard 


Regimen (Rjto R5). 


Annual report See ae 

ek Report on Treatment of patients put on SCC during the calendar year 
(separately for Regimen A and B) is sent on the form DTP/10-SCC to NTI latest 
by December of the following year. | ee 


Reasons for not putting sputum positive cases on SCC arr 


Reasons for not starting sputum positive tuberculosis patients on SCC 
may. be entered in Box 13 (Remarks) of. the treatment card. The reasons map 
be one of the following: living too far off, too old or sick, clinic hours not 
convenient, no transport facilities, travel too expensive, likely to migrate, any 
other reasons (not specified above). 


8.2:2 Routing of TB patients for treatment 


The routing of TB patients for treatment commences after the DTO has 
made the diagnosis and prescribed the treatment. The routing is shown below: 


Initiation of 


Treatment Clinical* > Treatment —————_> Home 
Subsequent Treatment ————> Home ——————> 
a drug ‘ 
collection 
Clinical ~—> Treatment ——_—_—>- Home 


(For review of drug regimen after follow up) 


*Refer to 8.1.6 


8.2.3 Initiation of treatment 
Leese, 


8.2.3.1 Selection of drug regimen 


On the basis of severity of illness inati ame 
. results of examinations, previous 
aoe taken, suitability and acceptability for a drug regimen, DTO selects 
appropriate regimen to be prescribed to that TB patient (8.2.1). 3 
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8.2.3.2 Motivation 


DTO then motivates the TB patient and sends the Treatment Card to 
TO. The purpose of motivation is to enlist a TB patient's willing co-operation 
in completing his treatment satisfactorily. It is essential that the DTO should 
be the one to motivate the TB patient for the first time because patients have 
more confidence in medical officers. To be effective, initial motivation by DTO 
should emphasis the following most important points: 


(a) Disclose the diagnosis and explain that tuberculosis disease can be serious 
if not treated properly and that it is infectious and runs a chronic course. 


(b) oe the drug regimen prescribed and state that it is most suitable 
or m. : . 


(c) Explain that the chances of recovery are good, only if treatment is taken 
as per the instructions and that if treatment is taken irregularly and/or 
Stopped before the minimum treatment period is over, the chances of 
recovery are poor. | : 


(a) Stress that treatment should not be stopped when symptoms disappear 
because this does not mean cure of the disease. : 


(e) ped treatment is free and is the same at DTC or any of the PHIs in the 


(f) That in the event of new or unexplained symptoms the TB patient should 
not stop treatment but report immediately to DTO for advice. 


Additional details of motivation are given in TO's manual. 
8.2.3.3 Filling of Treatment Card 


In the already started Treatment Card DTO enters result of sputum 
examination (Box 11), details of previous treatment and the treatment prescribed 
now. Particulars of treatment, prior to diagnosis under DTP, are to be elicited 
from the TB patient for entering in box 8. Particulars of treatment, after diagnosis 
under DTP, will be available in the old Treatment Cards filed in the Statistical 
Section. These should be obtained from SA for entering in box 8 of the Treatment 
Card. Particulars of current treatment are entered in box 9. The date of diagnosis 
and starting treatment should be the same. DTO should also enter diagnosis of 
extra-pulmonary tuberculosis etc. in box 13. The TB patient is now directed to 
see TO for collecting the drugs. . 


When diagnosis of eligible out-patients (EL) is made (8.1.4) and when on 
OBS patient (or NT) is finally diagnosed as suffering from tuberculsis, a new 
Treatment Card has to be started by DTO. After filling, the Treatment Card 
. is sent to TO. 


8.2.4 Subsequent drug collection 


Every TB patient on treatment is required to attend DTO either to collect 
one month's supply of medicine or receive injections as well as tablets twice a 
week. After registration, the patient reports to TO along with the Identity Card. 
If there is need for the TB patient to consult DTO, TO refers him to the Clinical 


/ 
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Section and the TB patient returns back with DTO's advice. 


8.2.5 Defaulter retrieval 


tenti ieval in DTP. Priority 

articular attention to defaulter retriev rit 

is pe potas actions in respect of sputum positive TB patients. If it “A 
sibl to attend to sputum negative TB patients, after meeting the requiremen 

Pe eae itive TB patients, DTO may instruct TO/Drug Distributors to take 

defaulter acti It is not recommended that defaulter actions 


r actions for them as well. 
sage for extra-pulmonary TB patients, those on prolonged treatment and 


those admitted in sanatoria. 


8.2.6 Follow up 


Sputum and X-ray examinations done at the time of diagnosis and sputum 
examination(s) repeated within one week of attendance for sputum negative TB 
patients are considered initial examainations. Sputum and X-ray examinations 
undertaken any time afterwards, for TB patients already registered in the District 
Tuberculosis Case Index, are considered follow up examinations. The interval 
between follow up examianations will depend upon whether a TB patient is put 
on treatment, resuming treatment or restarting treatment. 


A new TB patient put on treatment becomes eligible for first follow up 
examination six months after initiation of treatment (8.2.3). For example, a TB 
patient starting treatment on 10th January would become eligible for the first 
follow up on 10th July of the same year. The first follow up should be by sputum 
examination, X-ray examination being optional. The second follow up examination 
becomes due twelve months after initiation, of treatment. At the second follow 
up, Doth X-ray and sputum examinations could be ordered. Both the follow up 
examinations are done irrespective of the number of drug collections made 
(supervised regimen administered) during those periods. These predetermined 
months are already entered in boxes 6 & 7 of the Identity Card. The month could 


: 


also be entered in box 12 of the Treatment Card. | 


X-ray and sputum examinations for follow up are ordered by TO but when 
stock of X-ray films is limited, the DTO may have to decide and then order for 
X-ray examination. : fae 


For TB patients resuming treatment or restarting treatment the follow 
up examinations are done as for new TB patients. X-ray and sputum examinations 


done at the start of re-treatment (8.2.8) are to be considered initial examinations 
and not follow up. * aes 


For TB patients who continue treatment be imi i 
| | 2yond the limit of optimum 
treatment (prolonged treatment) there are no. fixed recommendations for follow. 


exa A s ‘ Ad s : ° * = e e = 
he — This will depend on individual seeder and will be decided 


8.2.7 Migration of TB patients 


If a TB patient intends to migr tri i ' 

: grate from one district to another and wishes 

a Sian Fg Sk ee from a PHI or DTC of the new district, all the available 
out the TB patient is copied on a new Treatment Card. That 


Treatment Card "copy" is sent to the 
p new D ; 
detailed steps to be taken are given in SA's cna through that TB patient. The 


In the case of emigrating TB i i 
patients, the DTO records in 
relevant Treatment Card, "Emigrated to district Pitino 8 aes 


continue treatment from there. Th : 
for necessary action. e Treatment Card is then passed on to TO 
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In the case of an immigrating TB patient, the DTO prepares a new 
Treatment, Card, on the basis of the information contained in the Treatment Card 
"copy" brought by the TB patient; box 3 is left blank till Case Index Number is 
received, in box 7 the new address of the TB patient is entered and in box 13 is 
entered "Immigrated from district ...:......ece000". 


When the stock of Treatment Cards is inadequate, a Referring Slip can 
be used to prepare the Treatment Card "copy". It is then handed over to the patient 
to be presented to the DTC/PHI of the new district. | ene 


8.2.8 Re-treatment.. 


Some categories of old TB patients may have to be put on treatment again. 
They are considered as "New" for all the procedures but they are reported as "Old". 
The procedures for re-treatment are as follows: 


8.2.8.1 Résuming treatment 


The foowing steps are taken when a TB patient who had been "lost from” 
treatment" (see Glossary) returns to resume treatment: 


(i) Sputum and/or X-ray examinations are repeated. 


fii). A fresh Treatment Card:is prepared and filled in (8.2.3.3); the old Case 
Index Number is retained in box 3. eRe? REVLON EUS es ts 


(iii) DTO reviews previous treatment received under the DTP (entered in box 
8), the results of fresh examinations (box 11) and prescribes fresh treatment 

(iv) A careful re-motivation is done before issuing drugs so that treatment 
is not interrupted again. = } | 


) The period of treatment is kept the same, as if the TB patient had been 
diagnosed for the first time-under the DTP. | : 
8.2.8.2 Re-starting treatment —— 


The following steps are taken in respect of TB patients who had had their 
treatment stopped (see Glossary)but they return for treatment again after a lapse 
of time: | Ne 


(i) | Sputum and/or X-ray examinations are carried out again. 


iii) A fresh Treatment Card is prepared and filled in (8.2.3.3); the old Case 
Index Number is retained in box 3. 


(iii) DTO re-motivates and initiates treatment as for a. newly diagnosed TB 
patient. For prescribing drug regimen (box 9) due weight is given to previous 
treatment entered in box 8. 


(iv) Duration of treatment is kept the same as for new TB patients. 


8.2.8.3 Re-motivation 


Motivation done by DTO/MO and TO/Drug Distributor at the time of 
resuming and re-starting treatment is called re-motivation. This is done first 
by DTO and then continued by TO. The content of re-motivation is the same as 
for initial motivation. Cee Bt 


DiSi-ar4 
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Utilisation of Tuberculosis beds 


8.2.9 a } ve 
The available tuberculosis beds in the general hospitals, main otis or Ss 


should primarily be utilised for: 
(i) Treating emergencies like, haemoptysis, spontaneous pneumothorax, and 
severe tuberculosis toxaem1a; 


(ii) treatment. of tuberculosis patients who have associated other conditions 


e.g., diabetes and cardiac condition; | 


(iii) management of drug failure patients, if second line drugs are available 
and 


(iv) for surgical treatment, wherever possible. 


Some beds may have to be utilised for admission of destitutes with advanced active 
disease. In general, TB beds may not be used for isolation or for treatment of 
patients who could be managed on domiciliary ambulatory basis; only those patients 
who cannot be treated in their own homes or have no homes should be hospitalised, 
till such time as their need remains. : . - 


8.3 Recording and Reporting 


The DTP activities are co-ordinated through a system of recording and 
reporting that briefly involves the following tasks: 


8.3.1 Routing of X-ray Case-finding Registration Form (CFRF) 


Every day XT starts a fresh CFRF, and the out-patients sent by DTO/MO 
are registered. At the end of each day's work or when work load is less and X- 
ray film roll takes more than one day to finish, the X-ray CFRF of that day (8.1.1) 
is retained by XT. The X-ray CFRF along with Referring Slips brought by the 
patients and the processed film roll are kept on the table of DTO for reading. 
When preliminary X-ray reading is over, the CFRF is retained by DTO/MO, to 
be available at the time of Second visit of out-patients; it is retained there upto 
8th day from the date of first attendance of out-patients and is then removed ~ 
by XT from DTO's room to note the results, to cut the X-ray films for: filing 
(8.1.4.1). The 8th day CFRF is handed over to TO to write letters to out-patients 
‘who had not come to know the results. The CFRF is handed over by TO to SA 
for scrutiny and Preparation of Cross Index Cards and allotment of Case ‘Index 
‘Numbers. The routing of Xray CFRF is shown below: : eye 


Registration Clerk/X-ray Technician to a oe : 
X-ray Reader (DTO) to | 
X- ray Technician to 

Treatment Organiser to 


Statistical Assistant 


6.3.2 Routing of Referring Slips 


iaaea ae pa ho by out-patients ‘and old’ TB patients from PHIs 
y O, Registration Clerk/XT and then by LT in the 


Laboratory where these are left by the patients before they go home. The XT 


33 


collects the Referring Slips with the sputum result entered therein and attaches 
them to the X-ray CFRF, at the time of preliminary X-ray reading (8.1.4). After 
the DTO has entered the X-ray results, the Referring Slips go to SA for entry 
of Case Index Numbers, and then to TO the same day for entry in MBTC, before 
they are posted to respective PHIs. The routing of Referring Slips is shown below: 


DTO/MO —> Registration Clerk/XT —>LT—XT—> DTO/MO—>- SA— TO—> PHI 
8.3.3 Routing of Treatment Cards 


The Treatment Cards of new and old TB patients are routed as below: 


(i) Of new TB patients - on the second visit of the out-patients, the DTO/MO 
Starts the Treatment Cards of all newly diagnosed TB patients. The 
Treatment Cards are completed and then sent to TO (8.2.3.3). 


(ii) Of old TB patients - the Treatment Cards of old TB patients, examined 
for follow up, are collected by XT from TO. After X-ray reading is over 
and the results have been entered by DTO/MO, the Treatment Cards are 
returned to TO. At the next drug collection, the Treatment Cards are 
sent to DTO/MO for review of treatment. The Treatment Cards are 
collected back by TO. le RE BELL sR 


DTO/MO peepee ge eae ee EG ioc: shoes 


ee y gene Sp eee 
TO ———> DTOo/Mo ——> To 
8.3.4 Filing of Treatment Cards | sae 
All Treatment Cards are filed in the Treatment Box by TO. The order 


of filing is such that it facilitates location of the Treatment Cards and identification 
of defaulters, for taking defaulter actions. 


8.3.5 Accounting of Treatment Cards 


One of the problems connected with treatment organization and assessment 
is how to prevent loss of Treatment Cards. The BTC and MBTC help in keeping 
constant track of Treatment Cards. ys ig 


¢ 


8.3.6 Preparation and maintenance of District Tuberculosis Case Index 


SA prepares and maintains the District Tuberculosis. Case Index on the 
basis of information available on (i) CFRF, (ii) Part I of Monthly Report on 
Tuberculosis and (iii) Treatment Cards. It provides the data for reporting and 
assessment. The District Tuberculosis Case Index consists of the Bacillary Case 
Index (B), the X-ray Case Index (X) and the Extra-pulmonary Case Index (E). For 
each newly diagnosed TB patient, a Case Index Number is allotted, a Cross Index 
Card is prepared and an entry is made in the Case Index Register. 


When a functioning TBC is upgraded to a DTC, the District Tuberculosis 
Case Index is started by indexing all new TB patients, as and when they are 
diagnosed. The old TB patients of the TBC are indexed as and when they come 
to collect the drugs, except those who report after a lapse of 3 months from the 
date of last drug collection. For the latter, the procedures as for a new out-patient 
are followed. The detailed procedures are given in SAs manual. 
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8.3.7 Preparation of DTP Reports 
of DTC prepares and submits Monthly 


Bach PHI and Treatment OO ee PHIs send both Parts I and II of MRT, 


on Tuberculosis (MRT) to SA. Whi in turn, SA prepares the Periodic 


‘on of DTC sends only Part I. 
Lip hater cramp Br orts, on the basis of the reports received from the DTC/PHIs 


including BCG vaccination, for submission to higher authorities. 


, f individual PHIs from 

has to satisfy himself about the performance o 
the ase re prepared by SA for compiling the Periodic DTP Reports. Before 
signing the Periodic and Annual DTP Reports, DTO should check the correctness 
of the entries therein and enter the remarks in the appropriate section of the 


report. 


Report 


The remarks should be in respect of availability of NTI trained staff, 
condition of equipment including vehicle and adequacy of supplies such as drugs, 
stains, cups, cards and forms, etc. 


The Quarterly and Annual DTP Reports are to be sent to the Director, 
NTI, for monitoring and compilation of the National Tuberculosis Programme 
Report. The Monthly and Annual DTP Reports are to be sent to the State 
Tuberculosis Officer (STO)/other Control Officers, if required. | 


8.3.8 Disposal of Records and Reports 
8.3.8.1 Weeding of DTP Records & Reports 


SA reviews records, reports, X-ray films and charts each year, after 
Submission of Annual DTP Reports. He weeds out very old records ete as per 
instructions in SAs manual after informing DTO. Before permitting SA to weed 
out any DTP records and reports, DTO should make sure that the Treatment Cards 
and Cross Index Cards are complete in all respects and have been filed 
systematically. The Annual DTP Report should have been prepared for the year 
pertaining to which the records are to be destroyed. The Treatment Cards are 
to be maintained permanently. Instructions for weeding of Xray films are given 
in XTs and SAs manual. 


8.3.8.2 Transfer of Records to another DTP 


When an existing DTP is bifurcated by a complete division into two DTPs 
or for merging portions with another DTP, all the records pertaining to the 
separated Portions are trasnsferred to the new DTC as per instructions in SAs 
manual. If portions of the district are merged with a district without a DTP, no 


action is needed immediately. However, the records are to b 
the DTP starts functioning there. ’ e transferred when 


8.4 X-ray Centres 


An XC (4.1) may have equipment nid staff similar to that 
of DTC. The 
procedures to be adopted in such institutions are exactly like those in DTC except 
APR ks will be eaten Oleic Case Index is not maintained. Also, while 
in the same manner as in DTC, th iti is t 
up by a clerk/para-medical worker. ee “ ee 


In XCs, where skiagram facilities are available, out i i 
; : . ~patients are registered 
in an X-ray Register having the same columns as CFRF. In col. 2, fratand of film 
number, a serial number for the year would be entered. . 


In both the situations, for allotment of Case Index N 7 i 
umber#, information 
ee all newly diagnosed TB patients and number of follow up examinations are 
grb “a rite on to te other PHI, However, XCs will send two sheets 
- one for “ray positive (sputum negative) T i 
the other for sputum positive TB patients. 3 et Ores 


1. 


2. 


3. 


APPENDIX ITI 


LIST OF FURNITURE ITEMS FOR DTC 


Registration Section 


@.e Large table with drawers 


be. Chair with arms 


ce Stools for patients 


X-ray Section 


ae Large table with drawers 
b. Chair with arms 

Ce Benches for patients 

d. Almirahs : 


e. Wooden work benches in dark room. 
with a portion covered with oil 
cloth 


f. Stool for patients 
\ 


Laboratory Section 
ae Registration table 
b. Microscopy table(100 cmX70 cmX80 cm) 


ce. Table’ for distilled water 
- container (40 cm x 40 cm x 50 cm) 


d. Smear and staining table with 
cupboards and shelf for stains 
(rs0-cem x G0 cm x 80 cm) |... 

e. Chair with arms 

f. Cupboard standard size 

ge Revolving Stool (steel) 


h. Wooden stool 
Clinical Section 


a. Large tables with drawers 
b. Chairs with arms 

Ce Cupboard 

d. Stools for patients 

Bs Bench for patients 

f. Examination table 


ge Stand for screen 


—- —|- —-| —- 


Mm fr —= —_ 


—- —-§ 2 AQ -” £F NN 


5. 


9. 


te 
N 
te 


Treatment Section 


ae Large tables 

b. Chairs with arms 

c. Cupboard 

d. Stools for patients 


Statistical Section 


ae Large table with drawers 
b. Chairs with arms 
G< Almirah 


d. Filing cabinet 
(for Treatment Cards) 


e. Filing boxes 
(for Cross-index Cards) 


Ff. Filing racks with adjustable 
: shelves(skeleton type-steel). 


BCG Section 


a. Cupboard 
b. Large table 


C. Chair with arms 


Administrative Section 
NE ection 


@e Large table with drawers 
bs Chairs with arms 

C. Cupboard 

d. Rack 


e. Trays 


DTQs Office 


a. Officer's table with drawers 
b. Chairs. with arms 


Ce Cupboard 


Nu - NN 
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SEEBRDIX, XLE 


DRAFT CIRCULAR LETTER TO BE ISSUED. BY: 
7 DISTRICT HEALTH ADMINISTRATOR 
ae of the District Health & Family Welfare Officer 


No. Date: 


MEMORANDUM 
The Government Of a ceccccccccccceseeee/Director of Health 
PREYECRES sees esse ccc castpecseceees vide its Order No. 
Torte eee Pee eee sn asees  COLCd.. ocncictainees hae sanctioned 
implementation of District Tuberculosis Programme (DTP) for 
this district. Accordingly, case-finding and treatment of 
TB patients has to be undertaken by all health institutions 
where a medical officer is posted, in the district. 
Case-finding is to be done by direct microscopy amongst 
out-patients who have symptoms Suggestive of pulmonary 
tuberculosis. Treatment of the sputum positive TB patients 
has been given priority. In respect of those TB patients 


who do not take treatment regularly, defaulter actions have 
to be taken. 


The District Tuberculosis Officer (DTO) in charge of the DTP 
will visit all health institutions to take necessary steps 
to implement the programme. The essential requirements for 
tuberculosis case-finding and treatment would be supplied by 
him, And, his team of NTI trained personnel will train the 
staff of health institutions in the necessary techniques and 


procedures. 


After the programme has been implemented, DTO and his team 
would visit each health institution on a regular basis to 
ensure that the work goes on properly and that supplies, 
including drugs, are maintained in adequate quantities. 
Medical Officers in charge of all health institutions are 
required to extend full co-operation and assistance to DTO 
and his team in implementation and maintenance of DTP. The 
DTO is required to report to the undersigned any 
difficulties that he may come across in the discharge of 
this duty. 


To: All Medical Officers of Primary Health Centres 
Taluk Hospitals, Dispensaries and other Health 
Institutions 


Ce - The District Tuberculosis Officer 


j 


APPENDIX IV 


DR -RAY FILMS 
INDENTING PROCEDURE FOR SUPPLY OF DRUGS AND X RA 


I Drugs : 
: be supplied 
i ld now 
-tuberculosis drugs wou 
ts ek soaks the District Tuberculosis Centres once 4 
nda xa the Directorate General of Health Services 


(DGHS), New Delhi. 


The District TB Officer/Medical Officer Incharge, TB 
Centres would furnish in the prescribed proforma 
directly to the Programme Officer in the State Health 
Directorate/State TB Officer by 15th September each 
year, duly completed in all respects. 


The proforma gives details of the stocks of the drugs: 
received and consumed by the Centre from ist September 
to 31st August each year and indent for the next year. 
It is to be noted that, against col. 3a) of the 
proforma, information pertaining to the stocks of 
individual anti-TB drugs supplied by the Director 
General of Health Services, New Delhi and received at 
the Centre is to be mentioned. 


One copy of the already completed and correctly filled 
in proforma of each of the TB Centres of State/Union 
Territory are then sent by the State TB 
Officer/Programme Officer in the State Directorate, to 
the TB Section of the DGHS, New Delhi, under registered 
cover latest by ist week of October each year with 
recommendatory covering letter. 


Proforma of all the TB Centres of State/Union Territory 
should be sent by concerned State authority in one lot 
and not in piece-meal to the DGHS. It is, therefore, 
mecessary for DTO to send correctly filled in proforma 
in duplicate latest by the 15th of September each year 


to the Directorate of Health Services/State Tuberculosis 
Officer. 


The proforma of the individual TB Centres of State/Union 
bsee, te then be analysed by the office of the 
roe . nti-TB drugs, in accordance with the consumption 

ances, work load and also keeping the total budgetary 


Provisions mad 
would then © for individual State from year to year, 


Centres of Sta 
DADG Medical S 
followed in 


indent would, ho 
wev 
Health Services er, be sent to the Directorate of 


The 

acne, Bite. tc by the DCHS, New Delhi through’ the 

Measetitacy ¢ » Medical Store Depot is meant only for 

Seceipe ae thei ial lob of TB patients under DTP. On 

Depot, the DTO. ¢ eS ah: from concerned Medical. Store 

of the dru axes needful steps for the distribution 
&S of the Peripheral, Medical and Health 


Institutions lo 
in the ptr. cated in the district and participating 


eZ 


STATEMENT SHOWING THE UTILISATION OF ANTI-TB DRUGS SUPPLIED BY THE 
DGHS TO TB CENTRES/CLINICS RUN BY STATE GOVERNMENTS/UNION 
TERRITORIES FOR DOMICILIARY TREATMENT OF TB PATIENTS FROM 
1ST SEPTEMBER TO 31ST AUGUST & INDENT FOR THE NEXT ONE YEAR 


Name of the State TB Clinic/Centre: 


q 


Comb Comb. 


INH =INH) =6TZN SOTZN) (INH) = ((75 mg Ss SM Etham = &tham 
1 Name of the 100 300 50 150 1150 and vials PAS butol —butol 
drug mg. mg. mg 99. mg + TZN (800 (200 
TZN 37.5 mg ) mg} 
75 mg) mg) 
aa eee eee 
1 | 4 5 Be ones 9. 10 


2. Stock in hand 
on the 31st 
August 


3.Stocks received 
from ist Sept. 
to 31st August. 


(a)From Central 
Govt. stocks 
under Plan 
Scheme 


(b)From State 
Govt. /Other 
sources 


4. Total (Col.2+ 
Col.3(a)+3(b) 


5. Total consump- 
tion during the 
previous one 
yearly period 
(from 1st Sept. 
to 31st Aug.) 


6. Total balance 
of Anti-TB drugs 
in hand on the 
day of report- 
ing (31st Aug.) 
(Col.4 Col.5, 
Col .6) 


7. Quantity required 
for the next one 
year(1st Sept. to 
31st Aug) from the 
D.G.H.S.New Delhi 


—_ 


ee 
Se 


of patients under (i) (a) Pulmonary eeeeeseeces 


= pee encat on the 31st August (b) Extra-pulmonaryecese 
(41) Total No.of PHIs 
participating in the 
DTCP on 31st August. 
9. Remarks Psa tome 


a) 


i) Certified that the drugs were supplied free - of 
charge only to the domiciliary TB patients and no 
portion of drugs was given to inpatients. 


ii) Certified also that the drugs were used as per the 


b) 


c) 


recommended regimens and guidelines as detailed in 
the Directorate General of Health Services 
efreular’: ‘letter. cs” = 
r ' 
Certified that the quarterly progress report for the 
quarter(s) ending March/June/SeptemberfDec. in the 
prescribed proforma was forwarded to the Director, 
Naetele, Bangalore vide this office letters No. 


eooeccccccesehecesveseosencecesesns) CHated ee 


Certified that the details of the key staff in position 
and equipment at the TB Centre 
on the 3Sist August is as fotlaw&?** °° **°*** "sss eeeene 


Whether NTI 
Name of ‘the trained and if 


ks 
personnel sO, in which Ragpern 


Post 


batch 
a hk ee 


‘1. Medical Officer 
Incharge/Dist, 
TB Officer 


2. Health Visitor 
(Treatment Organi- 


ser) 


Ke Lab, 


Technician 


4. Xeray Techbécsian 


5. Statisitical Asst. 


ee 


d) 


c) 


Equipments Available UWhether-in working order 


1) Xray Unit Veusie Yes/No 
2) Odelca Camera Yes/No Yes/No 
3) Lebsequinment Yes/No Yes/No 
4) Vehicle Yes/No Yes/No. 


General po8ition regard- 
ing availability of 
Chemicals/Stains/Cards 
and Forms, etc, 


_- 


j 


¢) Gevtirice that particulars. avian: th the above’ state-~ 


ment are correct to the best of! my Knowledge and 
belief, | “ 


wt a ee 


‘Medical Officer I/C 


a} TB. Clinic 

Name and full postal address 
including the nearest Railway 
Station (and the Railway Zone) to 


which the drugs are to be 
supplied 


“Office Seal 
Nate: (i) Delete which is not applicable 


(ii) Proforma duly completed in all 


3 ects must he sent: - latest 


15th September, to the Director 
- Health Services/States/Unian 


Territories 


The proforma has to be sent in. 


duplicate to. the Director of* 


Health Services 


It X-ray films 


The existing procedure of direct supply of miniature 
X-ray film rolls twice a year from the Directorate General of 
Health Services, New Delhi to the DTCs will continue. 


The miniature X-ray film roils would be supplied an 
receipt of the prescribed proforma in July/January each year. 


The prescribed proforma in respect of miniature X-ray 
film rolls is to be sent to the Directorate General of Health 
Services, New Delhi’ by the 15th of July/January each year. 


If there is delay, in furnishing the proforma (duly 
completed in all respects) within 15 days of the. each of the 
prescribed 6 monthly period, supply may not be possible as 
per the requirements. 


Name of the State TB Clinic/Centres : 


ATION OF X-RAY FILM ROLLS 


Is 
STATEMENT SHOWING THE UTIL re cean ee 


e Se L i 
SUPPLIED BY THE D.Gol UNION TERRITORIES FOR 


TATE GOVERNMENTS / 1 : 
ot tench PERIOD FROM 1ST JANUARY/TO ye JUNE/ 
1ST JULY TO 31ST DECEMBER* AND INDE 


FOR THE NEXT SIX MONTHS 


ee 


Sl. 


X-ray Film Rolls 
Items (70mm Films) 


aaa SEES nnn ooo 


2. 


3. 


6. 


7. 


8. 


Stock in hand on the 
30th June/31ist December* 


Stocks received during 

the half yearly period 
January to 30th June/ist 
July to 3ist December, as* 
under 3; 


(a) From Central Govt. en | 
stocks under Plan Ae ane 
Scheme pe 


(b) From other sources 
including State Govt. 


Total(Col.2+Col.3(a}4+3(b)~ 


Total consumption during 
the previous half year 
period ending June/ 
December* 


Total balance of X-ray 
films in hand on the day 
of reporting(Col.4 = Col.5 
= Col.6) 


No.of X-ray rolls required 
for the next six months 
from the DGHS, New Delhi 


Number of patients under 
treatment at the end of 
the half yearly period 
June/December ; 


(i) (a)Pulmonary eeeeeeeeeeces 
(b)Extra-pulmonary eveerce 


(41) Total number of PHIs 
participating in the DTCP 


on 30th June/3ist December* 


(iii) Total number of X-ray 
exposures taken during 


the half yearly period June/ 


December* 


eo 
Qo 
bl 


9. Remarks 


a) Certified that the X-ray films were used free of 
charge at the Institution. 


b) Certified that the details of the key staff in 
position and equipment at the TB Centre So 
on the 30th June/31sit December is as follows ; 


Whether NTI trained 
Name of the 
Post caraannel and if so, in which Remarks 


batch 
eee CH 


1. Medical Officer 
Incharge/Dist. TB 
Officer 


2. Health Visitor 
(Treatment Organi- 
ser) 


3. Lab. Technician 

4. X-ray Technician i 

5- Statistical Asst. 
enter trcprere ee, eee 
Equipment 


Available Whether in working order 


i) X-ray Unit with Yes/No Yes/No 
Odelca Camera € 
ii) Lab. equipment Yes/No Yes/No 


iii) Vehicle Yes/No Yes/No 


iv) General position regard- 
ing availability of 
chemicals/Stains/Cards 
and forms, etc. 


ec) Certified that particulars given in the above state- 
ment are correct to the best of my knowledge and 
belief. 


Medical Officer I/C 
TB Clinic 


Name and full postal address including nearest Railway 
-Station({and the Railway Zone) to which the X-ray films 


are to be supplied. 
Office Seal 


Note: (i) Delete which is not applicable 


(ii) Proforma duly completed in all respects must be sent 
within 2 weeks of the end of a half yearl eriod 
regularly to this Directorate, i.e. by 15th July/i5th 
of January at the latest. It may not be possible for 


this Directorate to supply the films in. time if the 
proforma are received late. 


/ 


APPENDIX _V 


DTP SURVEY AND IMPLEMENTATION FORM 


. 5.Names of sub-centres 


1.Name of PHI wus ALL PED 


2.Block 3.Taluk 


6.At the time of survey; suitability of PHI for 


implementation as xC/MC/RC 
7.Date(s) of actual implementation: FroMecceceeeeee COsccesscses 
Name and PPPPrrrr. ee 


by DTO 
Signatureheercecccccecesecs 


8.Actually implemented as XC/MC/RC 
ere 


9.Distance of PHI from DICs 6s 0's s 00 Km. 


10.Whether Medical Officer posted YES/NO 


11i.Whether staff available at PHI to undertake: 


Indicate category 


12.Sputum collection and smear preparation: Yes/No 

Drug distribution and defaulter actions: _ Yes/No 
12,.Whether suitable space available for microscopy Yes/No 
13.1f not, can it be improvised? | Yes/No 


14.Equipment available or partly available at the time of 
survey: (also indicate whether in usable condition) 


Microscope eee 
Staining tray, rods, etc. eee 
Furniture for microscopy eee 
X-ray Unit eee 
Others(check with list in eee 


LTs Manual) 


15.Average daily OPA on the basis 
of previous one year 


New Old Total 


460.Survey form filled by 


17.Date of initial survey 


es 
re 
ec 


18.PHI staff trained: 


Name Category Trained for 


i) @eeeeseeeeeeeerevevnnen eeeev eee eevee een a ola%d ieee wale eo ia 


hn EC ae ara, TROLL RREAEAEET Coc rececevecece 
Ee ahais ek Gick's en 66 s.0 0 C0 Olan 66:9 0's 0-40 wererrr rn rrr re 

MP Uaiwnisie ace'e'n'are'oas ss see's Vaeasie a Rae e oekle TErererrrrr yrs 
Mibde istersiniele-e’a'n'e'e-s cee vans aes ne aie. 8 6 908 win a Se ccccicccowpece 


19.Equipment and Supplies given at the time of implementation: 


Microscope " eee Manufacturer's Number weceee 
Staining tray, rods, etc. oe. 
Waxed paper sputum cups — eee 
Anti-TB drugs eee 


Stains eee 
Reagents - | eee 
Glass Slides eee 
Cards and forms eee 
Book of Treatment Cards cee 
Treatment Box coe 


Others (specify) | coe 3 
? 
20.Future changes in the 
Status of PHI (for example: 


RC to MC or vice versa) 


Reason Date 
1) eeeeaeeeoeeeeseeeevesveeeoegee @eeenrveenoeveeve e2e26800 
2) eee eee See Oe D'S @eeeeeoe<«aeeae5ueeganene028cesd @ 


21.Replacement training given to newly posted staff: 


Name Category. Trained for Date 
a e*eeeeveatseoneaee7eeoe@ eee Mae tet © @e eeeeeo0aeease8ee - @@e@eeacdcee 
ii) eeseoe@oeoeeeneee8 8 @eeetoeane2ee086 a eo @®eeseeoe#e?e @eeee0aoeee#e? 
iii) @eenwoeea eee seee8@ eeeenees2e si eee @eeeeaeeoeaeene eee @eeeeeee2e 
iv) @eeeaesetenvneesneoeee@ @eeeeseseevone2ee0@ * eoeeeeoveoeeeeose e@eeeoee#e?s 
v) *@#eeeoaeseoeoeoeseeaeaeneee @eeseoeoeeeee8008 eeeetaeeweoeeee @eeeoeeoeeeese 


APPENDIX VI 


DISTRICT TUBERCULOSIS OFFICER 


SUPERVISION FORM FOR 
- FOR DTC 


a Administrative Section ae Date of observatione sesees 


1.2 Condition of equipment: | 
Date-out Steps taken to Present 


of order set it repaired position 


i) X-ray unit includ- 
ing dark room 
accessories 


ii) Microscope 
iii) DTP vehicle 


\ 
‘ 


iv) Any other 


1.3 Review all the supplies and list only the items that are 
inadequate (less than 6 months’ requirements): 


Item Quantity Action taken to 
in hand replenish the stock 
i) -~ | 
ii) 
iii) 
iv) 


1.4 Bills pending for payment: 


iIten Action taken to expedite payment 
i) 
ii) pete 
£14) 
iv) 


1.5 Statement sh i 
Owing the util i 
been submitted to the DGHS: FpAERS ee ay mes 
es/No 


Ze 
Registration Section 2.1 Date of observation, 


2.2 Examine X- 
ray CFRFs with Registration Clerk/XT and note: 


i) Whether CF 
RFs filled according to Manual “Yes/No 
ii Have X-fays been take oO F 1 sligthls 
n £0f al: 
& tered Out-patients Y /N 
regis es o 


iii) Whether 8th 
day X-ray CFRF h 
as b 
handed over by XT to TO ao: Yes/ 
es/No 


iv) R 
) ao rhb: have been handed over by 
after X-ray reading is over Yes/N 
: . ° 


2.3 Observe directly the manner in which address is 
elicited from new out-patients and comment : 


2.4 Corrective actions: 


36 Laboratory Section ae 3.1 Date of observationerscecece 


3.2 Observe directly few patients attending for sputum 
examination and comment on the following: 


i) 
ii) 
iii) 
iv) 
v) 
vi) 


vii) 


Registration on Sputum CFRF 
Sputum collection 

Smear preparation and staining 
Microscopy 

Recording of results 


Whether completed sputum CFRFs Yes/No 
have been handed over to SA 


Referring Slips: | eee 


(a) Whether returned to XT | Yes/No 
(b) Whether handed over to 


office (received from RCs) Yes/No 


3.3 Comment ons: 


i) 


sg 


iii) 


iv) 


v) 


Maintenance of microscope 


Sterilisation/disposal of 
infected articles & materials 


Preservation/disposal of smears 
Cleanliness and orderliness 


Stains and reagents used 
(quality and quantity) 


3.4 Corrective actions: 


ee Aerey Seetton 


4.1 Date of ohbpemvation....-++3 


ee 
ae 
° 


4. 4.2 Observe directly and note: 
i) Whether unexposed films stored in 


refrigerator 


ii) Whether exposed films filed in proper 


order 
iii) Examine X-ray log book and note: 
(a) Whether complete till the previous 
day 


(b) Whether developer solution 
discarded after 6 rolls have been 


developed or 12 days days have 
elapsed since preparation of solution 


(c) Whether TI have been entered 


Yes/No 


Yes/No 


Yes/No 


Yes/No 


Yes/No 


4.3 Observe directly processing of X-ray films and note: 


(i) Whether thermometer used oes Yes/No 

(ii) Whether timer used a Yes/No 

(iii) Whether spool used a ee Yes/No 
4.4 Corrective actions: — 

Lm Treatment Section . 5e1 Date_of observation eecoccce 


5.2 Observe motivation of TB patient(s) and comment on 


points missed or overstressed: 


5.3 Check drugs given to some TB patients and comment: 


304 Filing and filling of Treatment Cards: 


304.1 Select 20 Treatment Cards from "“Collected-drugs" 


compartment of the Treatment Box and check: 


i) Number incorrectly filed 


ii) Number in which the following boxes are left 


blank or incomplete (if applicable) 


BOx SS 3S Box 7 Box 9 Box 11 


Box 12 


524.2 Select 10 Treatment Cards from each of the following 


compartments of the Treatment Box and check: 


Visit- First-action Second-action 
awaited taken taken 
i) Number 
incorrectly 
filed 


ii) Find out the main reasons for inadequate defaulter 


action taking and comment: 


Whether records routed through TO for completing the 
treatment cards, BTC and MRTC have been handed over to 
the concerned DTC staff & comment: 


Corrective actions: 


4 


Statistical Section 6,1 Date of obgervation aecercee 


District Tuberculosis Case-index: 


i) 


ii) 


iii) 


iv) 


Check whether any CFRFs form from DTC, 
Referring Slips and MRTs from PHIs 
pending with SA for allotment of Case- 
index Numbers 


Yes/No 


Select randomly 20 Case-index Numbers from the Case- 
index Register and take out the corresponding Cross- 
index Cards. Note the filing order of the Cross- 


_index Cards at the time of taking them out of the 


cabinets/boxes. Then note the following: 


Number 


- Cross~index Cards incorrectly filed: 


- Cross-index Cards not traced: 


Take the same 20 Cross-index ‘Cards and note the 
number of cards in which the following boxes are 


incompletes 
a Se, Box 4 | Box 5 


Select randomly 20 relatively recently received 
Treatment Cards and check for completeness and note 
whether the number of drug collections have been 
counted and entered in box 21 


v) Take out any five CFRFs and MRTs and check: 


i) Whether Case-index Numbers have been allotted to 
all TB patients and comment; 


ii) If duplication have been prevented in allotting 


Case-index Numbers for the diagnosed TB patients 
and comment: | 


6.3 


eo 
uw 
ese 


Reports 
th check pe 
i) In respect of any one mon 
whether all the X-ray and sputum YES /00/248 08% 
CFRFs have been filed correctly 
ii) In respect of the same month check 
the MRTs received from DTC and all 
PHIs and note: ; 
(a) Number received b) Filing correct/ 
Number eligible incorrect 
iii) Check reminders sent for non-receipt of MRTs and note 
Reminders sent 
Reminders eligible 
iv) Take out the Monthly DTP Report of the same month and 
check the entries made in it against the work sheet 
prepared by SA as well as the BCG Report if submitted 
by the NMTL and comment: 
v) Repeat as in iv, for the latest Quarterly DTP Report 
prepared and comment: 
vi) Whether charts Showing the supervision visits 
undertaken by DTO, TO & LT have been maintained? 
Corrective actions: 
Discussions held with DHO regarding DTP reports 
Date of Clvecuselons sv. ive cuwpaweue 


eeoeeoeeeeeeeeseeneeenes 


Signature of DTO 


APPENDIX VI 


SUPERVISION FORM FOR DISTRICT TUBERCULOSIS OFFICER - FOR PHI 


i. General 
ME PERS, ccc cnocdncansanisaceloccoces 1.2 X-ray/Microscopy/Ref erring 
: Centre 
1.3 Date of last Visits.......... cocscccoces i.4 Date of current Visit:........0..0cese0s 


" 


2. Information to be collected at DTC before proceeding on supervision visit 
2.1 Points to be observed during this visit (from para 7.3 of the last report) 


2.2 Review the last supervision reports of LT and TO regarding the PHI and note 
the points to be checked (if necessary, carry MBTC & the file of supervision 
report): 


3. Observation to be made at the time of the visit 
3.1 Selection for sputum examination: 


Number 
i) Total new out-patients during the a 
preceding month 
iii) Out-patients eligible for selection for eeee 


sputum examination (2.5% of above) 
iii) Out-patients selected for sputum examination _ ... 
iv) Comments oe pave 


3.2 Selection for X-ray examination (at XC only): 


i) Out-patients selected for X-ray examination nee 
ii) Out-patients diagnosed tuberculosis out of ne 
(i) above 
iii) Diagnosis confirmed by sputum examinations i 
among (ii) above 


iv) Comments 


3.3 Check drug regimens prescribed in Treatment Cards of newly diagnosed TB 
patients and comment: 


3.4 Does the MO do initial motivation of newly diagnosed TB patients? 
Note, if it happens during supervision visit: 


YES/NO/NOT APPLICABLE 


4. Supervision by TO/LT 


TO and LT are supervising according ; 
Comment on quality of supervision done by TO/LT: 


5. Record improvement, if any, with regard to the points noted under 2.1 and the 


observations made under 3: 


6. Corrective Actions: 


7. Follow up Action 


7.1 Points needing discussion with DHO: 


7.2 Actions required to be taken at DTC by DTC staff: 


7.3 Points to be observed during the next visit (para 2.1): 


DAtCCSerccrcccccece eee Signature of DTO:............0. eon 


accompanies TO and LT to the PHI, he should check whether 


eo 


APPENDIX VII 


SUPERVISION FORM FOR DISTRICT HEALTH/ 
MEDICAL OFFICER IN DTP 


Name of PHI visited eeeeeeeeeeesene Date of visit cecoccceos 
1. Case-finding 
(a) Number of sputa 
oe examined during last .. 
month 
(b) Number of sputum 
positive TB patients 
diagnosed during last °° 
month 
2. Treatment 
(a) Number of Treatment ee 
Box on the day of visit 
(b) Out of them number 
collected drugs on ee 
due date 
(c) Were defaulter actions 
taken for those who 
did not cbdllect drugs °° 
on due date? 
3. General 
(a) Was Monthly Report on Tuberculosis 
for the previous month despatched to Yes/No 
DTC before 5th of the month of visit 
(b) Are the supplies adequate? 
Methylated spirit .. Yes/No 
Service stamps vs Yes/No 
Anti-TB drugs - Yes/No 
(ce) Date on which the PHI was last visited by 
DTO/DTC CCAM coco voececcseseesevee 
4. 


Remarks/Instructions to DTO for Follow-up actions 


Signature of DHO/DMO ccccccccvce 


Ee a 


Note: (1) Normally, all new outpatients with chronic coughs, 


(ii) 


fever, pain in chest and haemoptysis are to be 
offered sputum examination. On an average 1-2% of. 
the daily new outpatients may need sputum 
examination. A minimum of 2-3 sputum positive 
patients may be discovered everty month. 


With good treatment organization, 80-90% of the TB 
patients should collect drugs on due date every 
month, If they do not, it is important that they 
are first reminded by a letter to collect drugs 
failing which a home visit may be made (defaulter 
actions). For taking defaulter actions priority is 
given for sputum positive TB patients. 


